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A recerification surviey was conducted from
January 30, 2007 thraugh February 3,2007. The
survey was initiated using the fundamentai survey
process. A sample cf two clients was selected
from a resident population of four men with
various disabilities, (On February 1, 2007, the

» survey was extendec in the Conditions of Client
Protections and Hea th Care, following review of
(1) Client #2's ongoing emergency room visits
with no pulse,;

, (2) Client #2's medication regimen (including PRN
e sedation and drugs with potential for producing
- serious cardiovascular side effects); .
' (3) monitoring and coordination of Client #2's
ireatment needs, salety and due process rights
with his parents; and

(4) monitaring and coordination of Client #2's
health care services, across disciplines.

Also on February 1, 2007, Immediate Jeopardy
was declared after the facility failed to
demonstrate that it had ensured the safety of
Client #2 at all imes including weekend visits
with his parents, Th=2 survey was extended to a
full survey later in the: day on February 1, 2007.

The findings of the survey were based on
observations and staff interviews in the home and
at ane day program, interviews with one client, as
well as a review of cient and administrative
recards, including inzident reports. .The
determination was made that the facility was not
in compliance with the Conditions of Participation
| in Governing Body and Health Care Services. ,_
VW 102 | 483.410 GOVERNING BODY AND WA102
MANAGEMENT

The facility must enzure that specific governing
b%)' and managem:ant regtiirements are met.

‘/‘\HORATORV CTOR'50OR F'RDVID]_ER/SU PLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

Any deficiency statement énding with an asterisk (*) denates a deficiency which the institutlon may be excused from correcting providing i{is de!grmined that
other safeguards provide sufficient profection to the patients. (See instructions.) Except for nursing homes. tha findings stated abave are digclosabte 90 days
Fillowing the date of survey whether or nat a plan of correction is provided. for nursing hemes, the abave findings and plens of corraction are disciosable 14
days fallowing the date these documents are made available to the facility. If deficiencies afe cited. an approved plan of corregtion is reguisite to continued
program participation.

:?QF}M GMS-2587(02.9%) Previous Versians :dbsolete Event IR PEGHN Facility |D: 09G168 If ontir;;J-;tiun ;f;eet Page 1”Df 42“.

-




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDLQ_ARE & MEDlCAIQ_SERVICES

PRINTED; 02/26/2007
FORM APPROVED
ONB NQ. 0938-0321

',':L:."S,‘.T_!‘_ATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
"} AND PLAN OF CORREC'ITION IDENTIFICATION NUMBER:!

09G168

[X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING - COMPLETED
B. WING

02/03/2007

|- NAME OF PROVIDER DR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE
3012 MILITARY RD, NW

. ST JOHN
WASHINGTON, DC 20015

(X4 1D | SUMMARY STAIEMENT OF DEFICIENGIES - FROVIDER'S PLAN OF GORRECTION X5)
PREFIX (EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS. | COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ( TAG REFERENCED TQ THE APPROPRIATE DEFICIENCY) DATE

| |

N I e —— P PTSUN
W 102 | Continued From pace 1 W 102 ' E

» pac [ 1. A treatment plan meeting | 2/23/07

(.

This CONDITION is not met as evidenced by:
Cross-refer to W31€ On February 1, 2007,
Immediate Jeopardy was declared after the
facility failed to demcnstrate that it had ensured
the safety of Client #2 at all times, including
weekend visits with tis parents. The primary
concerns identified were as follows:

1. The governing body failed to establish and
implement a system :>f dacumenting a thorough
review of clients’ treziment plan and options, to
include clear explanation of potential risks and
benefits of proposed medication regimens,

Client #2's prescribing psychiatrist had conducted
manthly psychotropic medication reviews (PMR).
However, review of tte monthly PMR
dacumentation failed to show evidence that the
potential rigks associnted with the client's
medication regimen (possible side effects fram
individual medications: as well as the patential for
negative drug interaclions) had heen clearly
identified and explained to the client's parents.
Review of the client's records also failed to show
evidence that the full interdisciplinary team had
weighed the benefits iind risks associated with

i the treatment plan, intluding but not limited to the
use of Chloral Hydrate sedation during home
visits, to ensure the ¢! ent's health and safety.

2. The governing body failed to ensure that the
facility implemented a system to document Client
#2's behaviors and administration of medications
during weekend visits with his parents.

I |

was held on 2/23/07 that i
included the Director of ;' ;
Nursing, Director of CLS-DC, | ;
house manager, QMRP, :
parents and the individual to :
discuss all medications on his
current regimen with the risks _
‘and benefits. The parents |
were provided a list of all the ;
medications being : :
administered along with their | ;
risks and benefits. The parents - ;
signed off on the Informed ,
Consent for the Use of ] |
Medications.

2. During the treatment plan
meeting the parents received
fraining on how to properly
document the medication they
are administering to their child-
while in the home. The parents
will be provided MAR farms to
sign off on the prescribed ,
medication at the appropriated
time. The parents reported that
they understood the

importance in relation to their
son’s health.
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A bottle of Chloral F ydrate sedative haéﬂ been
prescribed and fillec on October 11, 2006.
Interviews and record review revealed that the
Chloral Hydrate had not been administéred in the
facility; it was used cluring home visits with his
parents. The bottle was approximately 56% full at
- the time of the survey. There was no
documentation, howsever, of the date, tn’ne or
arnount admmlstered of this and other
medications he rece ved during the family visits,
It should be noted that Chioral Hydrate is a
Schedule 3 drug, The disposition (use/
administration) of the: medication was not being
recorded in accordance with federal law,
3. The governing body failed to ensure that Client
#2's medical teamn thoroughly investigatéd health : ]
emergencies, to incluide comprehensive and 3. The PCP and the Medical
timely evaluations to determine the etiology of Team completed a thorough
f and pulse-less episoda - . ) .
ainting pulse-less episodes. evaluation of #2's medical
( Staff interviews and review of Client #25 medical | record on 2/1/2007. The
| chart revealed ongoing trips to hospital - evaluation went back to 2004.
:  emergency rooms. ke experienced twojfainting | ' i : ncope was
episodes in September 2006. Staff interviews ; A dlagnc')SIS gfhsy P
indicated that the cau se had not been determined | the resu tand he was
. Inspection of the hespital discharge suimmaries | prescribed Fludrocortisone.
indicated low blood p essure and dehydration; e
however, the precise cause of the Jow blbod The etiology of the fainting
pressure was not identified, ; spells is still being
On January 29, 2007, Client #2 was again rushed | Investigated. #2 saw the
to the emergency racm after he lost . cardiologist recommended an
consciousness at his day program. The tlient event monitor for 30 days. He
was described as nor -responsive and thé day still has another week with the
pragram nurse reportedly was unable to detect a ] d then h ill foll .
pulse. Nobody in the Facility had determihed monitor and then he will follow- ;
whether or not the client had received Cl'lloral _up with the cardiologist.
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Y 1 04/ 483.410(2)(1) GOVERNING BODY

The governing body must exercise general palicy, |
budget, and aperatir g direction over the facility,

This STANDARD is not met as evidenced by:
Based on observatic 1, interview and recard
verification, the govening body exercised
operating direction over the facility except for in
the following areas:

The findings inglude:

1. Cross-refer to W153, The governing body
failed to implement a1 internal Quality Assurance
systern fo detect the ollowing:

Cven |a Facility staff failed to notify the Department of
... .. |Heaith of all incidents that presented a rigk to the
el clients' health and safety,

b. Facility staff failed to complete an incident
report after being info"med by day program staff
that Client #3 made a- allegation of verbal abuse
by a staff person.

¢. The facility's charg= nurse failed to complete
incident reports upan Hiscavery of injuries of
unknown arigin. '

ST JOHN
‘ WASHINGTON, DC 20015
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ' D PROVIDER'S PLAN OF CORRECTION (X8
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| | |
w 102! Continued From paje 3 f W 102( H
Hydrate during the weekend immediately '
preceding the incident, #
! The systemic effect of these practices results in
b the failure of the governing body to adequately
S manage and goverr the facility and to ensure its i
' compliance with the condition of Health Care ‘
g Services. _ _
}

1. Staff will be trained by the
Incident Management
Coordinator on the completing
incident reports, the reporting
protocol and all parties that
need notification. This training
will include all staff and nurses | :
to ensure that everyone has - ]
an understanding of the '
reparting protocol.

R CM5-2587(02.98) Pravious Versiens Ot iolete Event ID: PAGR11

i

Facliity ID; 08G188 If contituation sheet Page 4 of 42




... DEPARTMENT OF HEALTH AND HUMAN SERVICES
" "CENTERS FOR MEDICARE: 8 MEDICAID SERVICES

PRINTED:. 02/26/2007
FORM APPROVED
OME NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETER
, | A. BUILDING
I B, WING
b 09G168 02/03/2007
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
STJOHN 3012 MILITARY RD, NW
o WASHINGTON, DC 20015
(X4) ID ’ SUMMARY STATEMENT OF DEFICIENCIES | b PROVIDER'S PLAN OF CORRECTION I xs)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG ‘ REGULATORY QR Li3C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
| : | 1
W 104 ’ Continued From e4 |
’- pay W104| 5 At the treatment plan ; o
2. The goveming body failed to establish and meeting on 2/23/07 the_ :
’ implement a system to document that Client #2's i parents of #2 was provided the , i
| parents, and other legally-authorized heaitheare limited guardianship , |
decision-makers, received all pertinent k. Th '
. : T = , . The parents :
information regarding the benefits and risks of / pape.crngl‘ he si pa d notarized
e propased treatments. including potential side provided the signed notariz
effects and drug interactions. | guardianship paperwork on
1'W 111 483.410(c)(1) CLIENT RECORDS W 111

The facility must develop and maintain a
recordkeeping systein that documents the client's
health care, active treatment, social information,

| and protection of the client's rights.

This STANDARD is not met as evidenced by:
Based on interview a1d record verification, the
facility failed to maintain a record keeping system
that contained all perinent ¢lient information in
the active client files, for three of the four clients
residing in the facility. (Clients #1, #2 and #4)

The findings include:

1. Following observaion of the morhing
medication pass on January 30, 2007, Client #1's
records were reviewed, His Medication .
Administration Recor:l (MAR) for January 2007

| indicated that aspirin had been discontinued on

3/6107 for #2. It has been | _

’ placed in the medical and ISP ]
book. The parents were ' !

/ provided a list of all the
medications being
administered along with their
risks and benefits. The parents
signed off on the Informed
Consent for the Use of

/ Medications.

1. #1 went to the ER on

+ 1/13/07 and discharged on j
- 1/15/07. The attending |
' physician recommended that ; J

on January 15, 2007 and another medication,
Aggrenox, had been started, the following day.
His recard contained 4 physician order (PO),
dated January 18, 20017, for the Aggrenox;
however, there was n¢ PO for stopping the
aspirin. Interviews with the LPN Charge Nurse
and the primary care physician fater that day
confirmed that the asgirin had been discontinyed.

Upon review of the ¢hirt, the Charge Nurge
|

aspirin be discontinued and

The information was " f
. communicated to the PCP and | |
- annotated on the Physician's
i order on 1/19/07. There is a

| P.O. in the medical book

M CMS-2587(02-99) Previous Versians Obsolele Event ID; PIGRY1
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confirmed that there was no PO for d/c'ing the / ‘

2. Review of Client i#1's chart revealed that he : 2. The Director of Nursing will
gggsungﬁfggne ?th'DHDS;OP{ij tszﬁt;n;ger 7 check with the PCP to see if |
- I'ne hospital records indicated tha ;
polyps had been removed, with biopsies to be h_E has the resuilts of the
performed. Further 1eview of the record and biopsy or request for the.
interviews with the LI°N Charge Nurse revealed results from Sibley Hospital to
that the facility had rat sought to abtain the , in the medical record.
results of the biopsies for the record, [Note: have in the
Interview with the primary care physician on
January 31, 2007 revealed that he had recejved a )
letter indicating that t1e polyp tissues were benign 3. During the treatment plan |

| meeting the parents on ;
2123/07, they received training | ?
onh how to properly document |
the medication they are

3. On a bi-weekly basis, the facility was releasing
: Client #2 to his parents for home visits, His
parents administered medications during the
home visits but were 7ot documenting the date, l

Wy
o

time or amounts of ariy of the medications administering to their child
ime o ar i S .
administered. The fazility had not established a while in the home. The parents -
system for keeping the client's chart current, for will be provided MAR forms for
R medications administered outside the home. all home visits to sign off on

—_—

4. The facility had no: documented in Client #2's the prescribed medication at

chart a full review of the risks associated with his the appropriated time. The
current medication regimen and treatment plan, parents reported that they _'
and potential for drug interactions, with the client's understood the importance in f

ﬁ:; 'ft;fé:’;h;eigi‘;f’rﬁ:k';'fsdes'gnated surrogate relation to their son's health.

P This training will be completed
| 5. A nursing progress note dated July 5, 20086 with all the families.

indicated that "swelling" was observed in Client # :
2's sacral area. The client had just returned from
an overnight visit with his parents. The nurse did
not describe in detail what he observed on the
sacral area and did nat report it up the chain of
command; therefore the injury was not further

: - L
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Investigated by the AMRP, as per the facility's ’
policies. Further review of the-client's chart

; | revealed that the pr mary care physician (PCP)

i examined him two cays later, on July 7, 20086.

P The PCP recommended "surgery clinic IND."

The client went to a surgery clinic 19 days later,

on .July 26, 2006, at which time the ¢linician wrote

"no drainage noted.” On February 1, 2007, at 11:

43 AM, interview with the LPN Charge Nurse

revealed that he tho.ght it had "looked like an

abscess." Moments later he said it had been a

pressure sore. He was unabile, however, to find a

full description in the client's chart to indicate the

nature of the "swellir g.,” Client #2's record did not
i | provide sufficient information to ensure accuracy
I "% | inwhatwas being rejorted. '

8. Client #4's Januaiy 2007 POs included "
Anusol Suppositories., 1 suppository rectally as
needed for hemorrheids." The Houge Manager/
TME said he thought this had been a "temporary
use." Haspital discharge papers, dated April 24,
; 2006, indicated they 1ad recommended the
; suppositories for 7 days. There was no evidence,
P however, that the origiinal order had been time-
’ limited and/or that the: PCP discantinued the PRN
| sUppositories since raceiving treatment in April
2006,

7. Client #2's individal Support Plan (ISP)

record book was obsurved onsite during the first

< days of survey. Soine of its contents, such as
Pyschotropic Medicat on Review sheets, were
... | examined initially. Hewever, when it was time to

- | conduct the record verification process on the

! third day, the entire baok was deemed "missing."
... | While copies of docurients were later retrieved
and placed in a ‘reconstituted' ISP record book, J

the facility's administrators acknowledged that

w 1111 4- A complete chart review
included all the risks

associated with #2 current
medication regimens. This

completed the limited

on #2's behalf,

E em b S e

2006 and request that he see
i his PCP, He saw the PCP on :
July 7, 2006 because that was |

’ in‘;zh"é: 'éacrél“area on July 5,

when the PCP was in the

office. The PCP examined him
and called the surgery clinic to

! make an appointment, The

earliest day #2 could be seen

was July 26, 2006.

for #4 hemorrhoids. -

| in the van of another home
with all its contents.

A £145-2567(02.98) Pravious Versions OF salete Event ID: PAGE11

Factlily ID: D8G166

information was also shared
with his family, The family has /

5. The nurse identified swelling ) {

6, Anusol Suppositories are in
the home for as needed basis

/. The original ISP book was :
| located on 3/7/07. It was found

|
]

was completed on 2/1/07 that /

guardianship paperwork to be
the surrogate decision-maker #

o gl e A
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(' RIGHTS

 The facility must ensure the rights of all clients.
Therefore the facility must inform each client,
parent (if the client is a miner), or legal guardian,
| of the client's medical condition, developmental
and behavioral stats, attendant rigks of
treatment, and of the right to refuse treatment.

as evidenced by: ’
rd revigw, the facility

( This STANDARD is not met
Based an interview aad reco
) failed to document that each client and/or their
legal representative received a thorough review of
the client's treatment plan and alternative options,
to include a ¢lear explanation of the benefits
potential risks of treg' ment, including
psychoactive drugs, #ind the right to refuse
treatrent, for two of he two clients in the sample,
(Clients #1 and #2)

The findings include;

1. On January 30, 2007, beginning at 10:13 AM,
the recently-hired Quaulified Mental Retardation
Professional (QMRP) and the House Manager (
HM) were interviewed at the onset of the survey
They indicated that ncne of the clients had court-
appointed guardians, The immediate-past QMRP
and the newly-assigned QMRP were interviewed
the following morning. The past QMRP
confirmed that none of them had guardians,
Client #1 was withaut anyone legally-authorized to
represent his rights. The past QMRP further |
stated that Client #1 had the capacity 1o process j

{ STJOHN
= WASHINGTON, DC 20015
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES D r PROVIDER'S PLAN OF CORRELTION (x8)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE CROSS. | COMb: trioN
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e | I
Wi ] Continued From page 7 ( W 111 {
they could not verify with certainty that all
documentation was available for review. l
483.420(a)(2) PROTECTION OF CLIENTS W 124

|

;

| 1. #1's psychological

| assessments specifically

| states “he require guidance

' when making major life
decisions". It also states that
he " may be able to
 understand the conceptofa
"durable power of attorney” if it ;
Is explained in concrete terms
that are relevant to his prior
experiences and are broken
down into small units of
information to which he can
give brief verbal responses,

- and if someone in his life
appropriate to serve in this
capacity.”
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information and cou d make informed decisions if/
when things are explained to him. This was
reportedly outlined in the Individual Support Plan (
ISP). The new QMF:P concurred, saying that the
psychologist thought the client had the capacity to
pProcess information and ability to sign a power of
attorney.

On January 31, 2007, beginning at approximately
12:55 PM, review of Client #1's records revealed
contradictory documentation as to the client's

| capacity to process information, and a failure to
obtain written consents prior to surgical
procedures, as follovrs:

- Face sheet (not dated) indicated “Guardianship:
Need ta be acquired,”

" |- There were several standardized consent forms
for such issuas as “Community Participation,”

| | Medical Consent” anj athers; however, they were
J' all left blank and unsigned.

- There was a contract for funeral/burial
arrangements that ariang other things, had "no
autopsy” checked off The contract was signed
by Client #1 (only) or 6/26/00.

- Hospital discharge papers dated 8/7/06 had his
signature, indicating ") the undersigned have read
and understand the asove instructions.” No other
persons representing the client had signed the

| form, The client had 3 polyps removed during a
colonoscopy performed earlier that day. There
was no evidence that the benefits ans risks
associated with performing a colonoscopy had
been explained to Cliant #1 or that he or
someone else had signed a written cansent for

| the procedure,
i
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- Court documents dated 10/13/06 indicated that
his commitment to sisrvices under the State MR
statute was continued.

-His ISP, dated 5/3/03, included the following: "I
am unable to provide independent/infarmed

i decisions concerning my habilitation, planning,

i placement or financial matters due to my

_— cognitive level. However, these matters should

5 be explained to me on the level that | understand
and consideration shuld be given to my input "

- Psychological Evaluation Update, dated 5/2/08,
indicated moderate mental retardation cognitively,
and moderate/severe ratardation adaptively. The |
evaluation also incluced the following: "... requires
guidance when making major life decisions, If
clear explanatian of his options in ¢ancrete terms
that are relevant to his prior experiences and are
broken down into smaller units of information, he
may be able to make independent decisions
about his residential placement and day
habilitation. However, he can be expected to
require direction from others who represent his

' best interests when it comes to making decisions
I - | about his finances, mzdical treatment and end-of-
; life planning... may be able to understand the
concept of durable power of attorney...”

The client's record dic not reflect further
evaluation or timely discussion by the
interdisciplinary team regarding the client's ability
to process informatior:;, make informed decisions
and/or his legal status and guardianship needs.
Later in the survey, inlerview with the QMRP
revealed that Client # s psychologist and primary
care physician had both signed swarn affidavits
indicating that becaus > of his mental retardation,

I‘
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he would benefit from having a guardian for
medical decisions, The affidavits were not
available for review in the client's recerd. Review
of the affidavits, which were submitted via fax
transmittal on 2/5/07, later revealed that they
were achieved more than 6 months after his 5/3/
06 iSF meeting; the psychologist's was dated 11/
[ 120/06 and the primary care physician’'s was dated
P 12/5/08. To date, there was no person or entity
"o | identified to represent the client's rights.

It should be noted that Client #1 was taken to a
hospital ER on Januzary 13, 2007 after he and
staff determined that he could not stand up or
raise his right arm. The hospital diagnosed the

- @évent as a-transient ischemic attack, or TIA, and
recommended a change in his medications.
When interviewed on January 30, 2007, at 6:52
AM, the client acknowledged that the hospital had
| 'Un many tests. Further interview, however,

i revealed that to date, he had not been informed
of the results of the tésts, the diagnosis of TIA, or
the change from aspiiin to Aggrenox to prevent
strokes.

2. On January 30, 2007, beginning at 10:13 AM, 2. A medical and psychological .
the recently-hired Qualified Mental QMRP and the affidavit had completed in the
House ?ﬂinﬁger (HM) were imer;liew'id a(t: lthe " ' evident #1 is ever in a state
onset of the survey. They indicated that Client ;

lacked the capacity to process information _ where he is unable to state
effectively to provide informed consent. His whether or not he wants to -
parents were actively involved in his care and .| have a medical procedure
treatment planning and were recognized as thelr Sy A ;
son's surrogate healtt care decision-maker. done. The documents were re- !
When asked if the polential risks associated with submitted to the assigned

the client's medicatior regimen (possible side ubmitted
effects from individual medications as weill as the case manager to be s ol
potential for negative Jrug interactions) had been | and have a hm‘lted medica
fully explained to the client's parents, they were | guardian appointed.
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not sure. They also did not know whether the f | held on 2/23/ ; j
| parents had signed written consent for the current the D < OLthat_ Included :
’ medication regimen They did, however, indicate e Director of Nursing, |

that the parents attended most of his medical
appointments, team meetings and monthly vigits

manager, QURP, n
to the psychiatrist's office. g P, parents and

the individual to discuss all ;
, | The following medications were included in Client medications on his current
! #2's January 2007 ysician's orders (POs). regimen with the risks and
N Diphenhydramine 25 mg cap (Benadryl) 1 cap at benefits. The parents were
i -
E

Director of CLS-DC, house .' /

bedtime; Docusate Sodium 100 mg cap {Colace) - : .
1 cap daily; Benztropine MES 2 mg tab (Cogentin provided a list of ail the

) 1tab once & day fo- excessive drooling; Trileptal medications being

300 mg tab 1 tab twice a day for seizure administered along with their

prevention; Fiudroco tisone 0.1 mg tab (Florinef) risks and benefits. The parents '

1 tab daily for eczerna; Clonazepam 2 mg tab ( . i
| Kionapin) 1 tab 3 timas a day “for symptoms signed off on the Informed

related to psychotropic dx"; Guaifenesin Syrup | Consent for the Use of .

240/ml (Robitussin) % teaspoons twice daily ] Medications. The Chioral ]

treatment; Guaifenesin Syrup 240/mi (Robitussin)
2 teaspoons twice daily, as needed (PRN):

; Clozapine 100 mg tah (Clozaril) 2 tabs every
[ moming, 2 tabs at noan and 3 tabs at bedtime, In
' addition, there was a hand written order for

| Hydrate was discontinued on
2/5/07.

The parents indicated in the

2" | Choral Hiydrate 500 mg/5 m! take 5 m at bedtime _: ;

... | as needed for sleep. In agdition to the : treatment.plqn m%ﬁng thgt

o medications, the cliert's plan included ane-on- . the psychiatrist reviews with

one staff supervision, 18 hours daily, for behavior | them the current medications '

intervention and safety. along with the risks and the ,

' Client #2's prescribing psychiatrist had conducted | bene?flts. #2 continues to_ :
manthly psychotropic medication reviews (PMR). receve one-on-one services
However, review of th= monthly PMR for behavior Intervention and
documentation failed {0 show evidence that the : - ,

) , _ safety. T _

potential risks associzted with the client's ”eg hT.':Dlretr:tor_ of Nursing
medication regimen (possible side effects from called the Psychiatrist and
individual medications as well as the patential for asked that documentation be
. negative drug interactions) had been clearly provided that the current
’ identified and explained to the client's parents. medication regimen along with

zémcms-zss?(az-ga) Pravious Versions Ob: olate Evenl |D: PeGaT1 rac the risks and side effects are heet Prge 12 of 42
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Review of the client's records also failed to show

evidence that the ful interdisciplinary team hag i

weighed the benefits and risks associated with ‘ (

the treatment plan, including but not limited to the

use of Chioral Hydrate sedation during home ' J

visits, fo ensure the client's health and safety,

Additional interviews with the Immediate-past

- QMRP and other facility staff revealed no

P evidence that the paients had been fuily informed
of the potential risks associated with their son's

reatment plan.

*T | It should be noted thut there was no evidence that _

Client #2's parents had provided written consent -
for the use of the afo'ementioned treatment plan,
including medications and one-on-one staffing. In
addition, review of thi: facility's Human Rights
Committee minutes fior meetings held during the
previous 12 months showed no evidence that the
subject of medication side effects, drug
interactions or obtaining written consent from
Client #2's parents fo - his treatment plan had
_ been addressed. [Sez W263]

" WV 1281 483.420(a)(6) PROTECTION OF CLIENTS W 128
o RIGHTS '

The facility must ensi re the rights of all clients.
. Therefore, the facility must ensure that clients are
L.... | free from unnecessar, drugs and physical -
[ eino | restraints and are provided active treatment to
.. | reduce dependency o1 drugs and physical

" restraints.

This STANDARD s not met as evidenced by,
Based on staff interview and record review, the
facility failed to ensure that the use of sedatives (
Chloral Hydrate, PRN, during weekend visits with
his parents) had been incorporated into Client #2
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's Individual Program Plan (IPP) and Behavior :
Support Plan (BSP)

The findings include: a( | )

1. On a bi-weekly basis, the facility was releasing - R e J

‘| Client #2 to his parents for home visits. His S T - _
parents administere J medications during the 1. The. Par?”ts are-no 'longer | 2/23/07
administering medications

home visits byt were not documenting the date,
time or amounts of #ny of the medications /

- without the MAR forms. The | |
| Parents were trained on how to . a

| administered,

A battle of Chioral H ydrate sedative had been

prescribed and fillec on October 11, 2006 at the | - Properly document the |
request of the paren:s, Interviews with the LPN medication administered and (

indicated that the client recejved 25 mg Benadry) h o
. . : ome after the visit, The
every evening and did not have trouble sleepin
i g d Choral Hydrate was

Charge Nurse and tie RN Nursing Director both will turn in the Mar's to the ‘
in the facility. The Chioral Hydrate was used only ; (
discontinued on 2/5/07. : )

during the home visils with his parents. The
bottle was approximirtely 55% full at the time of
the survey. '

|

On February 1, 2007 review of Client #2's psychologist, pharmacist, and
behavior support plan (BSP), dated 7/10/08, and ' PCP were all in concurrence
psychological evaluaion, dated 5/2/06, showed

no evidence that the ient had difficulty falling that the Choral Hg‘trate was
asleep. The BSP was not revised to reflect the not needed. The Director of
L. | 10/11/06 proposed addition of the Chloral Hydrate DC-CLS, QMRP, house

manager, and parents met to

, 7|1t should be noted thzt on January 29, 2007, discuss the current regimen
, Client #2 was rushed to the emergency room and they have been informed )

2. The Psychiatrist, g

N after he lost consciousness at his day program, of the risks and benefits of all
P The client was descriled as non-responsive and medications administered.
the day program nurs= reportedly was unable to They also signed an in formed

detect a pulse, Nobody in the facility had ‘
determined whether cr nat the client hag received consent acknowledgement .
| form. '

Chioral Hydrate during the weekend immediately
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preceding the incident. (

2. Client #2's routine, daily medication regimen
included Klonopin, Clozaril, Cogentin, Benadry!
and Trileptal. Althey, gh the prescribing
: psychiatrist had conducted maonthly psychotropic -
., | medication reviews (PMR), review of the monthly
i | PMR documentation failed to show evidence that
the potential risks associated with the client's
medication regimen ‘possible side effects from
individual medicatiors as well as the potential for
negative drug interactions) had been clearly
identified and explair ed to the client's parents,
Review of the client's records also failed to show )

evidence that the full interdisciplinary team had
weighed the benefits and risks associated with
the treatment plan, including but not limited to the
use of Chloral Hydrate sedation during home
visits, to ensure the client's health and safely,
483.420(d)(1) STAFF TREATMENT OF
CLIENTS

W 149

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglec! or abuse of the client.

This STANDARD is riot met as evidenced by:
Based on interview ar d record review, the facility
failed to consistently implement policies and
procedures to protect the health, safaty and
welfare of the five clients residing in the facility.

The findings include;

1, Cross-refer to W1£3 and W154. The facility
failed to implement its policies on reporting and
investigating incidents

|

W‘l248r

W 149

|

| 1. The Incident Management
| Coordinator/QA will provide

| training to ail staff and nurses
| on incidents and incident

reporting.

i CMS-2667(02-99) Previous Veralons Dbt olete Event (D: POGa11
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Interview with the fau:ility's Incident Management
Coordinator (IMC) on 1/31/07 revealed that their
agency requires that the home prepare an
incident report regardless of where the incident
Do takes place (day program, for example). Staff
" who witness or first lzarn of an incident must #
o prepare an incident report during the same shift.
The report gets farwarded to the Qualified Mental
Retardation Professional (QMRP) via the House
‘... |Manager. The QMR = is then responsible for
P sending a copy of the: incident report to her, and
to notify the DOH. The survey revealed that out
/ of 13 incidents that p-esented a risk to clients’
health or safety, only 1 incident was teported to
the State agency/DOH,

--------------

During the 1/31/07 interview with the facility's
IMC, at 4;26 PM, she indicated that Client #3
made an allegation of verbal abuse on 3/23/06.
The client told staff al his day program that he
was verbally abused by a staff person in his home
. Further interviews with the IMC and the then-
QMRP revealed that silthough the QMRP was
made aware of the allzgation the same day, he
did not report it after talking with day program
staff and the client. Tne IMC stated that she first
learned of the inciden: in October 2006, after an
outside office asked her about the incident. The
IMC, however, alsa faled to report the allegation
to DOH upon receiving the (late) information.

2. The facility failed & implement its Human
Rights Committee policy to ensure Client #2 had
. |informed consent prior to the use of 3 behavior
support plan that incorporates intrusive/restrictive
strategies, such as psichotropic medications and
one-on-one staff supe vision. [See W124 and W

263]

l

2. The Human Rights
committee meets quarterly to
review BSP plans and the ;
administration of psychotropic
medications. The
guardian/family members are
provided consents forms to ; |
complete indicating whether |
they agree or disagree with the !
| BSP developed and/or :

| medications prescribed. The
Human Rights committee

| meeting is also involved in the
| one-on-one services for

M CMS.2567(02-99) Pravious Versions Obaplale Event ID: PGB11
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i e i . individuals,
Lo 3. The facility failed to Implement its policy to ;
’ ensure the records of the receipt and disposition ' i
of all controlled drugs were maintained for one of 3. All controlled drugs are i
the two clients in the sample, (Client #2). [See W locked under doybie locks, f ’
_ 368 and Wa3s6] S
. _ n O
/W 163 | 483.420(d)(2) STAF ~ TREATMENT OF w sy | he medication is counted ;
CLIENTS ) before administration to
. énsure remaining is concurrent | |
' The facility must ensure that o)t allegations of ! with the record. Only the | ’
A mistreatment, neglect or abuse, as well as ' P :
P injuries of Unknown tource, are reported nursgs E_md TME’s administer i
' immediately to the administrator or to other medication. :
officials in accordance with State |aw through R
established procedutes,
| |This STANDARD Is 0t met as evidenced by: /
"V ... | Based on interview a1d record verification, the —y
" | facllity failed to docurient that all allegations of The Incident Management ! 3/31/07

governmental agencizs, as required by DC

reported to the designated administrator and to
regulation (22 DCMR Chapter 35 Secfion 3519.10/

The findings include:

DC regulation (22 DCMR Chapter 36 Section
3519.10) requires the group home to "notify the
<State agency, DOH> of any unusual incident or
event which substanti ally interferes with a
resident's health, welfare, living arrangement, well
being or in any other way places the residant at
rsk... by telephone immediately and shall be
followed up by written notification within 24 hours
or the next work day." The DOH received
notification of one incijent (Client#1, on 1/13/07)
during the 12-month period since the [ast survey.

?

Coordinator/QA will provide
training to all staff and nurses
on incidents and incident
reporting as required by DC
regulation (22 DC Chapter 35
Section 3519,10).

M CME-2507(02-99) Previous Vatsions Obe.olete Event 10: PAGE11

Facility ID: 08188 If continuation gheet Page 17 of 42




PRINTED: 02/26/2007

E‘EPP«RTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ZENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION . (X3) DATE BURVEY
#ND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
E. WING :
( 09G168 02/03/2007
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, C!TY. STA&TE, ZIP CODE
ST JOHN 3012 MILITARY RD, NW
v WASHINGTON, DC 20015
IX4) 1D SUMMARY STATEMENT OF DEFICIENCIES | 0 PRQVIDER'S PLAN OF CORRECTION (X85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG J REGULATORY OR LS IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) | DATE
VW 153 | Continued From pace 17 ( W 153

On January 30, 2007, baginning at approxirmately
5.27 PM, review of the facility's incident reports,
followed by interviews with the Qualified Mental
Retardation Professisnal (QMRP), revealed that
the facility failed to dacument having reported the
following incidents immediately to thejr

designated administrator and to the DOH:

1. Anincident report dated 10/18/06 indicated
that staff observed on Client #2 g scratch and
swelling on the left cheek” at 6:00 AM. The
incident report furthe - indicated a "cut" on the "
face" and "Emergency Inpatient Hosphtalization,"
- Staff notified the House Manager, however, there
was no docurnentaticn available to verify that the
administrator was promptly notified. Client #2's
| nursing progress notss indicated that he went to a
... | hospital ER on 10/20.06 for a "mandibular
o abscess." No additic val information was
available and the ER visit was not documentesd on
an incident repor, in :accordance with facility
policies. In addition, the facility failed to notify the
DOH of the ER visit.

| 2. A nursing progress note dated 7/5/06 indicated
that "swelling” was observed in Client #2's sacra|
area. The client had just returned from an _
overnight visit with his parents. The nurse did not

| describe in detail what had been observed on the
sacral area, There was no evidence that an
incident report was prapared following the
discovery of this injun, of unknown origin.

3. During a 1/31/07 irterview in the facility with
the facility's Incident Management Coordinator (
IMC), at 4:26 PM, she indicated that Client #3

- : made an allegation of verbal abuse on 3/23/08,
The client told staff at his day program that a staff
person in his horme had called him ugly and

2t
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P cursed at him. Further interviews with the IMC '
and the then-QMRI° revealed that the incident “ A
had been reported by the day program but not by
the residence. The QMRP was calied on the day / 1
’ that the ¢lient made the allegation and he
) reportedly went to tve day program to discuss it ) l '
| The QMRP said he had not viewed this asan"
f incident” because the client admitted having
fabricated the story and recanted. The facility
H failed to notify their MC or the desighated “
administrator at the time. The IMC stated that
she first learned of the incident in Qctober 2006,
after an outside offire agked her about the
incident. The allegation of abuse was hot
; reported to the DOH prior to this survey,
- W 154 483.420(d)(3) STAF= TREATMENT OF W 154 f
| CLIENTS i . :
a The Incident Management
The facility must have evidence that all alleged | | Coordinator/QA will provide
,~ violations are thoroughly investigated. f ' training to all staff and nurses
| B on incidents and incident
? This STANDARD s not met as evidenced by, f reporting as required by DC
! Based on interview and record review, the facility i regulation (22 DC Chapter 35
failed to ensure all injuries were thoroughly i
investigated, for one of the two clients in the : Section 3519. 10).

sample (Client #2).

- The Director of Nursing will
) The findings include: : ensure that all charge nurses

1. An incident report dated 10/18/06 indicated that | fevelve the necessary training
staff abserved on Clignt #2 "a scrateh and - following orientation. This
swelling on the left chaek” at 5:00 AM. The includes detailed

InCident report further indicated a “cut” on the ™ dOCUmentation of all

face" and "Emergency Inpatient Hospitalization " treat b }

Staff notified the House Manager. There was no realments, observations, and
evidence, however, that the incident was reported concerns noted.
up the chain of comm.and or that the injury was [ e N
further investigated, ' J r

|
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2. A nursing progre:ss note dated 7/5/06 indicated |
] that "swelling” was abserved in Client #2's sacral
area. The client had just returned from an
avernight visit with his parents. The nurse did not
describe in detail what he observed on the sacral
‘ area and did not report it up the chain of
; command; therefors the injury was not further {
/! linvestigated by the QMRP, as per the facility's : ,
b policies. '
(i [Note: Further review of the client's chart
[ revealed that the primary care physician (PCP) '
examined him two days later, on 7/7/06. The
P FPCP recommended "surgery clinic IND." The
A client went to a surgary clinic 19 days later, on 7/
26/08, at which time the clinician wrote "no )
| drainage noted." Nc additional information was _
S available,]
W 159 | 483.430(a) QUALIFIED MENTAL W59l __ .
RETARDATION PROFESSIONAL ‘
| The day pragrams are 3/9/07
Each client's active t-eatment program must be informed of ER visits, medical
integrated, coordinatzd and monitored by a appointments, and ;
' qualified mental retardation professional, ' hospitalizations. They are also

provided doctor release slips

and physician orders with

changes, if nesdeq. This is
usually done by the hoyse

)

|

.( This STANDARD is not met as evidenced by:
Based on observation, staff and client interviews
and recard review, the facility's Qualified Menta
Retardation Professional (QMRP), failed to
adequately monitor jr tegrate and ¢oordinate
clients' active treatmeint and health services, for
two of the two clients in the sample. (Clients #1
and #2),

The findings include:

1. The QMRP failed {0 ensure that Client #1's i

‘ day program was informed of g significant change
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f in his heaith status and new medication orders,

On January 30, 2007, at 6:49 AM, interview with ‘
an overnight staff person revealed that Client #1
had been taken to & emergency room (ER)
approximately 3 weeks earlier. The client was

’ described as being unable to stand up or move
his right arm. At 6:62 AM, interview with Client #1

f confirmed that he had recently gone to the ER.

He said they had rur many tests at the hospital,
however to date, he 1ad not been told the results/
findings. At approxirately 8:30 AM, interview

_ with the House Manzger indicated that the

e primary care physicizin was aware of the ER

" findings, a transient i schemic attack (TIA) and

had added a new medication ("Aggrenox 200725

cap, 1 cap twice daily to prevent strokes™,

effective January 16, 2007. [Note: While the

House Manager said the client's aspirin (one a

day) had been discortinued on the same date,

there was no order shiowing it had been d/c'd in
the client's chart.] Review of an incident report
later that day also confirmed that he had been

taken to the ER on Saturday, January 13, 2007,

An visit to Client #1's zay program was condugted /
on January 30, 2007, between 12:55 PM and 2:24;
PM. interviews with the Program Director and the
Nurse/Health Manager revealed that they were
previously unaware that he had been ta the ER
| that month or that his medications had been
changed. They reported (and had documented)
having received a teleshone call from the home
on Tuesday, January "5, 2007 indicating the
client would be out that day for "multiple medical”
i appointments, They both repeatedly saig they
| Were previously unawszre that he had been o the
ER, experienced a T4 or that his medications
had changed, Inspecton of the client's chart

|
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W 159 | |

manager and followed —up by )
the QMRP to provide |
additional information and !
| address any concerns they ;
may have. The previous :
QMRP informed the day
{ programs in December of
2006 that a new QMRP would
be taking over the home. The
new QMRP has been to all the .
day pragrams for the :
4 individuals in the hame and
the last visit was in February
J 2007.

|
/’

| |

|
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there revealed that the most recent physician's
orders (POs) on record were dated September
2007. Further interviews revealed that they were
previously unaware that a new QMRP had beer
assigned in Client #1's home and did not know
- ’ that the client was now prescribed Aggrenox
Ll instead of aspirin,

Back in the facility, 11 QMRP and Charge Nurse
said they thought that the day program had been
notified of the ER vizit and the TiA; however, no

documentation was made available for raview to
suUbstantiate their aczount, :

2. Cross-refer to W 24.1. Client #1's ISP, dated
5/3/06 indicated that the client was unable to
make informed decisions. The psychalogist,
however, indicated ir a 5/2/06 evaluation that the
client could process :some information when
explained in simple terms. The psychologist,
however, used the term "may be able to..." when
discussing the "concipt of power of attorney..,."
The QMRP failed to slicit timely guidance and
instruction from Client #1's interdisciplinary team
regarding the client's capacily to process
information, make infarmed decisions and
whether or not to pursue a court review of the
client's mental capacity and guardianship needs,
to ensure that his rights were protected.

’ 3. The QMRP failed 1o ensure that Client #2's

| BSP was revised to reflect the addition of & new
psychotropic medication. The most recent BSP
in his record, and the sne being implementad by
staff, was dated 5/3/015. Review of the client's
FOs, however, revealizd that Chloral Hydrate (
PRN, at bedtime for sleep) had been added to his
[ medication regimen on 10/11/06.

|

|

|
|

2. Amedical and | 3/6/07
psychological affidavit had :
completed in the evident #1 is
ever in a state where he is ;
unable to state whether or not
he wants to have a medical
procedure done. The
documents were re-submitted
to the assigned case manager
f to be submitted and have a . ,
’ : limited medical guardian :

i

[ appointad.

- |
| 3. Acurrent BSP for #2 has
been obtained and filed in the
record that reflects the current
medication regimen for the .
individual. The chloral hydrate -
was discontinued on 2/5/07

and the physician’s orders

| reflect the discontinuance of :
medication. |

|
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4. The QMRP failec to ensure that Client #2's
record included evidence of an interdisciplinary
team (IDT) review o’ potential side effects
associated with his rnedication regimen, and
R analysis of sign/symostoms of possible side efects |
s that the client might se currently exhibiting,
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On January 31, 2007, at appraximately 8:22 AN,
the immediate-past (JMRP was asked whether
Client #2 was exhibiting any signs/symptoms of
/ side effects. He replied "Not to my knowledge...
no known adverse side effects at this ime.” The
QMRP said his white biood cell count was being
monitored closely. He said the client burned
excessive calories by remaining in constant
motion, “like an Olyrrpic marathon runner ”
Throughout the survey, Client #2 was observed to
continuously fidget w th his pants, belt and socks.
; He stayed in constar:: mation and appearad
| restless. Staff descrised him as agitated at times,
- and in canstant moticn, which was also
documented in the rezord. The client was
prescribed Cogentin lor excessive drogling. In
Seplember 2006, he sxperienced two episodes of
fainting with-low blaod! pressure and dehydration.
He became unconscinus without a pulse on
N ‘| January 29, 2007. Tte client's chart did not
i include a listing of known side effects of his
prescribed medications (which included Klanapin,
Clozaril, Cogentin, Benadryl, Trilepta! as well as
‘.. | Chloral Hydrate PRN). [n addition, the QMRP
;7 | failed to recognize thzt the aforementioned list of
| medications had potential to cause drooling, ‘
restlessness, loss of 2 ppetite, inability to contral
mavements and moacl swings.

5. The QMRP failad t) show evidence that Client
#2's parents, who sened as his designated
| surrogate health care Jecision-makers, had

| 2/23/07
4. A treatment plan meeting
was held on 2/23/07 that
included the Director of
Nursing, Director of CLS-DC,

| house manager, QURP,

| parents and the individual to

[

discuss all medications on his |
current regimen with the risks
and benefits. The parents
were provided a list of all the
‘medications being
administered along with their
risks and benefits, The parents
signed off on the Informed :
Consent for the Use of
Medications.

1 2123/07

5. At the treatment plan
meeting on 2/23/07 the :
parents of #2 was provided the
| limited guardianship |
| Paperwork, The parents

| Provided the signed notarized
| guardianship paperwork on

| 3/6/07 for #2, It has been

| Placed in the medica and ISP
{ book. The parents were

| provided a list of all the

| medications being

M CMS-2567(022.99) Previous Verslons Ob: glete Event ID: P3GE11
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| signed off on the Informed -
Consent for the Use of
Medications.
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received a full review of the risks associated with 6. A treatment plan meeting -
his medication regimen and treatment plan, and was held on 2/23/07 that
potential drug intersictions. | included the Director of :
. 8. The QMRP faile to document an j Nursing, Director of CLS-DC, |
B interdisciplinary team discussion of weighing the house manager, QVRP,
| Penefits and risks associgted with Client #2's f parents and the individual to
( reatment plan. . ' -discuss all medications on his
7. Cross-refer to W153 and W154. The QMRP current regimen with the risks
failed to implement ihe facility's incident f and benefits. The parents
i management palicies, to include reporting were provided a list of all the
4o allegations of abuse and injuries of unknown ‘ g :
arigin. According to interviews and review of the med!o'atlons being . .
f . / facility's policies, the QMRP was responsible for a.drmmster ed alpng with their .
[ reporting incidents to outside entities, including risks and benefits. The parents :
; the Department of Hzaith. The survey revealed signed off on the Informed !
i 10 incidents from the: past 12 months that were '
not reported outside of the agency. In addition, Consent for the Use of !
the QMRP failed to complete an incident report DS
following a client's allegation that staff had Medications. The minutes, .
verbally used him. Several injuries of unknown agenda, and the attendees are !
arigin were not inves igated, due in part to the n th - d ! 3/31/07
failure to ensure that incident reports were f in the client's record. ' ' ,
prepared and sent u- the chain of command. in : '
L accordance with policies, | 7. The Incident Management .'
- WV 2683 | 483,440(f)(3)(ii) PROSRAM MONITORING & i W2B3 | Coordinator/QA will provide !
: e of : ;
HANGE training to all staff and nurses '
The committee should insure that these programs on incidents and incident _
are conducted anly w th the written informed ' reporting as required by DC !
‘ consent of the client, sarents (if the client is a ; :
minor) or legal guardian. regu!atlon (22 DC Chapter 35
’ Section 3519.10).
( This STANDARD s r ot met as evidenced by:

Based on observatior, interview and record '
review, the facility's st ecially-constituted
| committee (Human Rights Committee, HRC) '

PR
:
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V1263| Coninued From pace 24 | W263, Written consent for the BSP | 2/23/07
' failed to ensure that restrictive programs were and one-on- :
used only with writte 1 consents, for one of the two behavi O»II‘I one ser}z[ces for
clients in the sample. (Client #2) ehaviora mterventnqn and .
‘ safety has been obtained from
The findings include: | the parents of #2. ' |
'| Cross-refer to W124  During the January 30, - T e I R
2007 obsarvation of 'he medication
administration, Clieni #2 received Clonazepam 2
‘ mg and Clozapine 200 mg. Interview with the
: House Manager/TME: and LPN Charge Nurse and
L record verification revealed that these
" medications were pre:scribed in conjunction with a
behavior support plat (BSP). The client was also
a assigned one-on-one supervision for 16 hours
during awake hours for behavior intervention and
safety. There was n¢ svidence of written consent :
B for the aforementione d behavior intervention . ;
. i | 2/ .
program.  Review of [fuman Rights Committee The PCP aTd the Medical | 211107 ;
minutes for the past - 2 months revealed no Team completed a tho'_'ough :
evidence that the committee had determined evaluation of #2's medical
whether the parents Fad been asked to provide record on 2/1/2007. The
written consent. The survey revealed no :
evidence that the HRI> had advised the facility on evaluation went back to 2004,
how to ensure that written consent was obtained A diagnosis of syncope was
: prior to the use of resrictive strategies. - ' the result and he was
CLIENT BEHAVIOR treatment. The etiology of the
Interventions to manage inappropriate client fainting spelis is still being
behavior must be emplayed with sufficient investigated, #2 saw the ;
safeguards and supervision to ensure that the cardiologist recommended an
safety, welfare and civil and human rights of t itor for 30 d H
clients are adequately protacted. event monitor for 3 ays. he
still has another week with the
........... This STANDARD is not met denced b monitor and then he will follow-
15 IS NOt Me{ as evidence Y. ' . .
Based an staff interview and record review, the up with the ca rdiologist.
facility failed to employ sufficient safeguards to
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. weekend visits with his parents. His parents

ensure the safety and welfare of one of the two
clients in the sample. (Client #2)

The findings include:

Cross-refer to W318.A. !'mmediate Jeopardy
was called on Thurs:ay, February 1, 2007. The
facility was not able lo demonstrate that it had
ensured Client #2's safety at all imes, including

administered medications during the home visits
but were not documenting the date, time or
amounts of any of thi: medications administered.
The client returned to the facility with some pills or
capsules remaining i1 the containers. The client's
record and interviews failed to show documented
evidence that the team had considered whether
or not his pulse-less 2pisodes were caused by his
medication regimen. Hismedication regimen

). The facility failed to determina the cause of the

held on 2/23/07 that included
the Director of Nursing,
Director of CLS-DC, house
manager, QMRP, parents and
the individual ta discuss all
medications on his current

. -

aras L,

regimen with the risks and
benefits. The parents were .
provided a list of all the
medications heing '
administered along with their
risks and benefits. The parents
signed off on the Informed
Consent for the Use of

| to be completed with every

5! 1M$-2567(02-98) Pravious Versions O; solete
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racil home visit and returned fo the |
home when the visit is '
completed.

| included routine daily Klanopin, Clozaril, ¢
| Cogentin, Benadryl, “rileptal as weli as Chloral Medications. ;
Mydrate PRN (at his parents' home). Chioral ' ‘ '
Hydrate was prescribed in October 2006 as a The parents have completed 3/6/07
sleep aid during his home visits, The facility had and signed the limited medical
no documented evidé:nce that Client #2's parents, :
1 who served as his designated surrogate guardian paperw?rk, The
| healthcare decision-makers, had received a ful forms were notarized and have
review of the risks associated with the been placed in #2's medical
medigations Kand trearmentk Aplan,‘ and potential for “and ISP book.
drug interactions. The facility failed to document 11 :
an interdisciplinary te am discussion of weighing i
the benefits versus ris;ks of the treatment plan. | The choral hydrate was | 215107
r | the faclity deferred d ) | discontinued and the parents
| In general, the facility deferred decision-making ta | : ;
the parents, without evidence of oversight and have beer.l trained on N
establishment of safeguards. There was potential documenting the medication _
for negative drug inte “actions between the Chloral on the MAR form. They were
Hydrate, Clozaril and Cogentin (among the others informed that this form needs | 2/23/07
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: 2 pulse-less episodes in Septernber 2006 in the 4 i
- months that passed (prior to the 1/29/07 episode)
' and whether the Chioral Hydrate PRN might place
o | the client at risk, including acute low blood
T pressure events and/or cardiac failure. L
3111 483.450(e)(2) DRUG USAGE W311 _ . :
v e - ~ The IDT team were aware that |
Drugs used for contral of inappropriate behaviar Benadryl was being used a
must be approved by the interdisciplinary team. sleep aid for #2. The IDT y ;
team opposed the use of 1 211/07 i
This STANDARD is not met as evidenced by: chloral hydrate (as a sleep aid)
Based on staff interv ew and record review, the and made their concems
facility failed to provicle evidence that drugs used known to the prescribing
as a sleep aid were zpproved by the hvsici
interdisciplinary team and were used in - physician. .
conjunction with an active treatment program, for _ :
u one of the two clients in the sample, (Clignt #2) The choral hydrate was 1 2/5/07
| ; discantinued and the parents
The finding includes: ;
neng were informed that the
Cross-refer to W124 and W285, Client #2's medication would no longer be
medication regimen included routine daily | used. A treatment plan |
.| Kionopin, Clozaril, Ccgentin, Benadry!, Trileptal , : ' 23107 . 3/07
St | as well as Chloral Hytirate PRN (at his parents' mee,tmg was held o.n 2 i 1 4le :
| home). Chloral Hydrate was prescribed in 1 that included the Dwectgf 0 |

48218

October 2008 as a sliep aid during his home
visits, The facility failid to document an
interdisciplinary team discussion of weighing the
benefits versus rigks of the treatment plan. In
addition, the facility had na documented evidence
| that Client #2's parents, who served as his
designated surrogate health care decision-
makers, had received a full review of tha risks
associated with the m 2dications and treatment
plan, and patential for drug interactions.
483.460 HEALTH CARE SERVICES

The facility must ensu.e that specific health care

Nursing, Director of CL3-DC,
house manager, QMRP,
| parents and the individual to
_discuss all medications on his
| current regimen with the risks
| and benefits. The parents
| were provided a list of all the
medications being
| administered along with their
| risks and benefits. The parents |

sighed off on the Informed ;

i%-2567 (02-99) Previoys Versions Ob: olete Evont ID: POGH1H

Consent for the Use of
Medications.
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services requiremerits are met,

Wk

| This CONDITION is not met as evidenced by:
Based on observatic, interviews, and record
review, the facility failed to establish systems to
pravide health care monitoring and identify
services that would ensure nursing services were
provided in accordanze with clients needs [See W
331); failed to ensure an individual medication

. record was maintained for one client [See W365];
;  failed to ensure that clients reeived medications in
b accardance with physician's orders and without
errar [See W3368 ari W369); failed to
periodically reconcile a schedule 3 drug [See W
386]; and failed o rernove from use outdate
drugs [See W390). '

Immediate Jeapardy was called on Thursday,
February 1, 2007. The facility was not able to
demonstrate that it h&d ensured Client #2's safety
at all times, including weekend visits with his
parents.

1. On a bi-weekly basis, the facility was releasing
Client #2 to his parenls for home visits. His
parents administered medications during the
home visits but were not documenting the date,

1 ime or amounts of any of the medications
administered. The client returned to the facility
with some pills or cap:ules remaining in the
containers,

2. Client #2 was rushaed to an emergency room

. penJenuary 29, 2007. He returned from a home

1. The parents are no longer
administering medications
without the MAR forms. The !
parents were trained on how to
properly document the '
. medication administered and
will turn in the Mar's to the :
home after the visit. The |
medications are pre packed for |
the duration that the individual
will be out the home, The ‘
parents were informed that all |
medication provided to them is
needed by the individual and
should be administered

| accordingly. The treatment

plan meeting was held on
2/23/07 that included the .
Director of Nursing, Director of | !
CLS-DC, house manager, ]
QMRP, parents and the
individual to discuss all
medications on his current
regimen with the risks and
benefits. The parents were
provided a list of all the :
medications being : !
administered along with their |
risks and benefits. The parents

kY CANS-2567(02-99) Previols Varsions Ob: olete ~ Evant ID; PHGB11
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- e

visit that morning ad collapsed later that day
while at day program, with no pulse. This had
happened twice in 3eptember 2006 and
according to staff, r obody had determined the
cause of these health emergencies, The client's
record and interviews failed to show documented
evidence that the team had considered whether
or not these episodes were caused by the
medication regimen. His medication regimen
included routine dai y Klonopin, Clozaril,
Cogentin, Benadryl. Trileptal as weil a8 Chloral
Hydrate PRN (at his parents’ home).

3. Client#2 had been taking Clozaril singe 2005:
however, the Chloral Hydrate was started in
October 2006. Nobidy could say how often or
how much Chioral Hydrate he raceived. Clozaril
has potential for hez rt compiications and while
medical literature suggests that an ECG should
be performed appro:imately every 3 months (
along with blood work), the Charge Nurse said his
Mmaost recent ECG weis perfarmed in 2003,

4 The facility had na documented evidence that
Client #2's parents, wwho served as his designated
surrogate healthcare decision-makers, had
received a full review of the risks associated with
the medications and treatment plan, and potential
for drug interactions.

5. Interview with the primary care physician
revealed that he rout nely deferrad to the
prescribing psychiatr st for monitoring and review
of the client's psychc'ropic medications, The
primary care physicizn also indicated that the
medications might be causing the pulse-jess
manifestations, if thera was nothing determined to
be wrang with his heart. A complete cardiology

work-lip was schedulzd for February 7, 2007,

Consent for the Use of
Medications.

| 2. #2 has a diagnosis of
syncope and is currently ‘
receiving adequate treatment.
He is also seeing a

cardiologist who currently has
him on an event monitor to see :
if the fainting spells are related
to his heart condition (mitral
valve prolapsed and

pulmonary outflow murmur) He
will follow-up with the
cardiclogist when the
monitoring is complete.

3. The physicians are taking
another approach with #2
because the ECG requires an
individual to sit still for 45
minutes. In #2's case that will
be impossible,

4. A treatment plan meeting
was held oh 2/23/07 that
included the Dirgctor of
Nursing, Director of CLS-DC,
house manager, QMRP,
parents and the individual to
discuss all medications on his

RN CMS-2567(02-29) Previous Versions Obsalete

Event (D: P9GB11

current regimen with the risks

| and benefits. The parents

| were provided a list of all the

| medications being

| administered along with their |
| risks and benefits. The parents |
| signed off on the informed

| Consent for the Use of

| Medications.
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He is also seeing a

6. The facility failed to d s
® tacllity failad o document an cardiologist who currently has

interdisciplinary tearm discussion of weighing the

benefits versus risks of the treatment plan. | him on an event monitor to see
| if the fainting spells are related
7. In general, the fagility deferred decision- to his heart condition (mitral | |

making to the parents, without evidence of o
oversight and establishment of safeguards, There | vaive prolapse and pulmonary
was potential for negative drug interactions | outflow murmur) He will follow- |
between the Chloral -ydrate, Clozaril and | up with the cardiologist when

Cogentin {amang the others) and the facility was ‘ e .
nat acting quickly enough to determine the cause | the manitoring is complete. : i

of the pulse-less episodes and whether the j

Chloral Hydrate PRN might place the client at | 6. A treatment plan meeting
risk, including acute f>w blood pressure events | was held on 2/23/07 that
and/or cardiac failure. { included the Director of |
The results of these systemic practices results in | Nursing, Director of CLS-DC,
the demonstrated faiire to provide health care | house manager, QMRP, |
, services. NURSING SERVICE W 331 parents and the individual to i
¥V 331/ 483.460(c) NU ) S { discuss all medications on his
 The facility must provide clients with nursing | current regimen with the risks
services in accordance with their needs. | and benefits. The parents

| were provided a list of all the
medications being

This STANDARD is not met as evidenced by:

Based on observatior, interview and record administered along with their _
review, the facility failad to ensure nursing risks and benefits. The parents -
services in accordance with its ¢lients' needs, for | o '
three of the four clienis residing in the facility. { | signed off on the Informed
Clients #1, #2 and #4' Consent for the Use of

| Medications. The agenda,
The findings include: : meeting minutes, and informed
1. Nursing staff failed to establish an effective | medication consent form from
system to ensure the availability of prescribed : 't the meeting have been filed in
PRN and routine daily medicationg, as follaws: #2's record.

7. The safeguards for #2 have
been put in place. The patents
will be documenting :
| medication administered on

the MAR and providing the
record back to the home after
the visit. The parents
completed and had notarized
the limited medical guardian

| form. The chloral hydrate was

Aierantiniiad ae a elaan AiA
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W 331 Continued From pace 30 ( W 331| team and the physician's order lr |
: a. Cross-refer to W.368, During the medication reflects the discontinuance. ' ‘ ]
administration observation on January 30, 2007, e . o
the House Managern TME did not have . . ap |
Fluticasone Nasal Spray 50 meg (Flonase) 1. The Director of Nursing will | 3/31/07 |
available for treating Client #4. The Flonase was ensure that all prn meds for ‘
prescribed for treatmient of allergy symptoms. |n each individual is in the .

addition, the client did not receive his prescribed homes !
Nasonex spray that morning, The House ’ 5
Manager/TME said | e mistakenly thought the _ :
... | Nasonex spray was |°RN. | 2. DDS will be contacted to get |
AN b. The clients’ Medication Administration a referral for another dentist

. ients' Mediy.atio inistratio .
Records (MARs) anc physician's orders (FOs) that is able to render the care

were reviewed after the morning medication needed by the individuals. |
' administration on January 30, 2007. The House ' {.
Manager/TME was unable to locate the following | 3. The char ;
L e i~ o : ge nurse will ,
PRN medications in ihe fagility that morning: o
! R ¢ ensure that result of tests and
(1) Client #1's Lo atadine D-24 Hr, 1 tab as outcomes are obtained in a 5‘ ,
needed for allergies; timely fashion. Arecord of |
(2) Cient #2's Tylenol 325 mg, 2 tabs (650 examinations and procedures | |
mg) every 8 hours for pain; will be maintained in the g
. records,
(3) Client #4's An usol Suppositories, 1 _
. SUppositary rectally 23 needed for hemorrhoids, . . .
The House Manager/TME said he thought this 4. The Director of NUFSII"!Q will
had been a "temporay use." Hospital discharge ensure that all her staff is
; papers dated April 24, 2006 iqdicated they had docUmenting properly all
recommended the suppositories for 7 days. N changes on the physician’s
Thera was no evidence, however, that the original d
order had been time-limited and/ar that the PCP oraer.

discontinued the PRN suppositories since
receiving treatment in April 2006..

(4) Client #1's Combivent Inhaler 15/GM
Inhale 2 puffs 4 times daily PRN for asthma had
expired jin November 2006. No other Combivent
Inhaler cartridges were available for use in the

—
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facility,

2. Cross-refer to W56, Nursing staff failed to
ensure that Client #1's dental needs were
addressed timely. T1e ¢lient's chart did not
reflect any monitoring or follow-up regarding the
status of the carries ‘ound in teeth #13 and #32 in
‘ November 2005, 14 months before the survey,

3. Nursing staff failed to maintain Client #1's
chart timely to reflec! results of diagnostic
procedures, as follovrs;

On January 31, 2007, at approximately 2:27 PM,
review of Client #1's thart revealed that he had 3
polyps removed during a colonoscopy performed
on September 7, 2006. The discharge
instructions said to "¢all 9/15/06 re: biopsy and
plan repeat exam.” A nursing quarterly update
reflected the 9/7/06 colonoscopy and "cold biopsy
i ." The assessment did not, however, reflect the
instructions to call back on 9/15/06. Further
review of the nurse assessments and progress
notes failed to show ividence that the facility had
sought the test resul’s for inclusion in the client's
chart, At 3:02 PM, interviews with the LPN
Charge Nurse and th2 House Manager revealed
that neither individual knew the outcome/findings
of the biopsies. Minutes later, the Charge Nurse
reviewed Client #1's chart and ackhowledged that
he could not find the siopsy results documented,
more than 4 months. [Note: Interview with the
primary care physician [ater that day by telephone
revealed that the clinic had informed him that the
tests showed the polyps were benign |

4. Nursing staff faile:l to properly document
changes in the client:’ physician's orders, as
follows: '

*RM ChS-2567(02-89) Pravious Versions Olsolete - Event iD; PAGETT Faclity ID: ¢eG 168 Hf continuation sheet Page 32 of 42
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a. Clients #3 and #«. both received Metamucit 1
packet during the January 30, 2007 morning med
pass. Client #2 was also administered Docusate
Sodium 100 m cap (Colace), Their charts,

however, refiected the following telephane order, i
dated 1/19/07: "discuntinue Docusate, start warm

- brune juice by moutt 4 oz every morning followed
by 4 oz water." When asked about this, the
House Manager/TME and LPN Charge Nurse
both stated the change would take effect
February 1, 2007, as per the RN and primary care
physician's instructio1s. They explained that this
was why Clients #3 and #4's MARs still included
Metamucil, and Client #2 still received Docusate.
Similarly, Client #2's January 2007 POs included
Certavite Liquid 480/ml, 1 T (15 ml) by mouth
daily, which he received that morning, However,
there was a telephonz order, signed by the RN
Nursing Director on 1/19/07, that said to
discontinue the Certavite and begin "Berroca Plus
by mouth daily.” The order did not indicate
whether this would be in capsule or liquid form
and it did not state the: correct dosage. LPN
Charge Nurse looked at the aforementioned
orders and acknowleslged that they were not
written to reflect a February 1, 2007 start date,
The RN Nursing Direcitor later confirmed that the
changes were effective February 1, 2007.

.| b, Client#2's POs frcm the past 12 months

+ = |indicated that he was prescribed Fludrocortisone
for the treatment of eczema. However, post-

- Survey communications with the facility RN
revealed that the Flud-ocortisone was prescibed
to treat his mitral valve: prolapse.

The nursing team had not identified these
discrepancies prior to the survey.

2k CMS:S&?(DQLQQ) Pravious Versiens Ob:.olate Event ID: P5GA11 Facjity ID: 08G168 If continuation sheet Page 33 of 42
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W 338 ( 483.460(c)(3)(v) NIURSING SERVICES ‘ f w 338/ : f
f Nursing services must include, for those clients f
' certified as not needing a medical care plan, a
review of their health status which must result in /
| @ny necessary actic n (including referral to a ’ f
( physician to addres s client health problems). ‘
P This STANDARD iz not met as evidenced by: {
. Based on interview and record review, the facility |
o failed to ensure timeiy medical services for one of
the two clients in the sample. {Client #1)

received dental care in a timely manner, as

The findings include ‘ / | (
Nursing staff failed t» ensure that Client #1 H J
follows: ‘

: / 1. On January 31, 2307, at approximately 3:15

PM, review of Client ¢1's record revealed that on

Novemnber 23, 2005, the dentist diagnosed”large

’ Carries.., need extract teeth #13, #20 and #32

The client waited 10 months before additional

dental services were provided. He returned to the J

dentist on Septembe - 27, 2006 and had one taoth

(#20) extracted, “ f

. 2. The client's chart did not reflect any monitoring

-+ | or follow-up regarding the status of the carries ‘
{ found in the two teeth (#13 and #32) 14 months '

. ¢ | earier, in November 2005, ‘

483.460(g)(2) COMPIREHENSIVE DENTAL w 356.

TREATMENT DDS will be contacted to get a |

The facility must ensy re comprehensive dental _"Eferral for another dentist that
treatment services that include dental care IS able to render the care
needed for relief of pzin and infections, needed by the individuals.
restoration of teeth, and maintenance of dental } e L
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'health. ) /

v | This STANDARD is not met as evidenced by

: Based on record review, the facility failed to
ensure timely dental services, for one of the two
clients in the sample. (Client #1) '

The finding includes:

1. On January 31, 2007, at approximately 3:15
PM, review of Client #1's record revealed that on
November 23, 2008, the dentist had diagnosed"
large carries... need ixtract teeth #13, #20 and #
32." The client returried to the dentist 10 months
later, on September 27, 2006 and had tooth #20
exiracted,

2. The client's chart id not reflect any monitoring
or follow-up regarding the status of the carries
found in the two teetr (#13 and #32) 14 manths
earlier, in November 2005.

It should be noted thzt Client #1 replied "no” when
he was asked on Jan sary 31, 2007, at 4:24 PM,
whether his mouth or teeth hurt.

W 385 | 483.460(j)(4) DRUG REGIMEN REVIEW w3aes|_ =

An individual medication administration recard The parents are no longer
must be maintained for each client. ~administering medications

- without the MAR forms. The ;
parents were trained on how to :.
properly document the ;

This STANDARD is rot met as evidenced by:
Based on staff interview and record review, the

facility failed to ensure. that an individual medication administered and
medication record wa: maintained for one of the will turn in the Mar's to the
two clients in the sample. (Client #2). home after the visit. A

| The finding includes: treatment plan meeting was

i
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483.460(k)(1) DRUG ADMINISTRATION

The system for drug administration must assure
that all drugs are adm nistered in campliance with

L

ST JOHN
, WASHINGTON, DC 20015
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On a bi-weekiy basis, the facility was releasing held qn 2/23/07 that. ncluded
Client #2 to his parents for hame visits. The the Director of N ursing,
weekend visits were reflected as blank spaces on Director of CLS-DC, house
ms monthly Medicati>n Administratian Records ( manager, QMRP, parents and
ARs). Staff though+ that his parents PP .
administered medigz tions dun’r?g the home visits the 'Fd'\'_"dua' to C!ISCUSS all
but were not documenting the date, fime or | medications on his current
amounts of any of th s medications administered, ' regimen with the risks and
In a January 31, 2007 interview, at approximately :
i 7:51 AM, the immediate-past Qualified Mental bene_:gtsd TT.E tpé;renttshwere
Retardation Professinnal (QMRP) indicated that P rov_f e ) als C_’ all the
the parents had refusied earlier requests to medications being
: document medications. Further interviews and -administered along with their
; record review revealod no system had been o 'risks and benefits. The parents
i established whereby the facility could account for ) .'
: the medications Clier:t #2 received signed off on the Informed
e Consent for the Use of
" | It should be noted thait on January 30, 2007, at 9: Medications.
35 AM, the House M:nager stated that the LPN S R,
Charge Nurse "packs the medication” for the (
home visits and leaves them with the House
Manager in a large Ziploc bag. During the
January 31, 2007 inte rview, at approximately 7.58
1t AM, the immediate-past QMRP was asked
| whether the parents | ag administered Chloral
Hydrate each night (a typical visit includes ,
Saturday and Sunday nights). He replied “I'm not
100% sure... the nursa packs the medications for
the famity." Approximitely 50 mi of a 1680 mi
bottle had been used, (o date. It should be further!
noted that during the [~ebruary 5, 2007 Exit
teleconference, the facility denied that the LPN
| was dispensing medic ations, which is not
: .. | allowable under Distriizt pharmacy regulations.
68 W 368

l
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| the physician's orders.

This STANDARD is not met as evidenced by: f
Based on abservation, interview and record .
review, the facility failed to ensure a system that
all drugs were administered in compliance with

the physician's orders, for one of the four clients
residing in the facility, (Client #4) )

The findings include:

on January 30, 2007, At 7:41 AM, the House
Manager/Trained Medication Employee (TME)

- presented a bottle of Fiuticasone Nasal Spray 50

meg (Flonase) and stated that the bottle was

: empty. Client #4's oriers said to administer 2
W inhalations twice dail, for treatment of allergies,

| The House Manager/TME further stated that

Client #4 had received the Flonase spray during

the morning and evering med passes the day !

before and that it had just run out. : :

1. The morning med cation pass was observed ‘

It should be noted that a review of the client's
January 2007 Medica ion Administration Record (
MAR) revealed no douumentation that Flonase
had been administerey at any time during the
month.

2. Client #4's POs included Nasonex 50 meg
Nasal Spray, 2 sprays once daily, each nostril,
treatment 7 AM. The House Manager/TME said
he thought they were IPRN. He further stated that
he administered medications on most (but not all)
mornings. Review of ihe clignt's January 2007
MAR revealed no docimentation that Nasonex

i had been administered on any morning during the
month,
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LW 368

. The system for drug administration must assure
that all drugs, includ ng those that are self-
administered, are acministered without efror.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure that prescribed
nasal spray was administered as prescribed., for
one of the two clients: in the sample. (Client #4)

The finding in¢iudes:

The morning medicaion pass was observed on
January 30, 2007. Reaview of clients’ physician's
orders (FOs) afterwards revealed that Client #4's
POs included Nasonux 50 meg Nasal Spray, 2
sprays once daily, each nostril, treatment 7 AM.

_ The cliant had not ret:ejved Nasonex spray that

e morning. The House Manager/TME was
interviewed immediatzly. He said he thought the
spray was PRN, not t'eatment. He further stated
that he administered medications on most (but
not all) mornings. Review of the client's January
2007 MAR revealed ro documentation that
Nasonex had been ariministered on any marning .
during the month. . |
VW 386 | 483.460(1)(4) DRUG 5TORAGE AND W 386
‘ RECORDKEEPING

The facility must, on a sample basis, periadically /
reconcile the receipt and disposition of all

controlled drugs in schedules | through IV (drugs
subject to the Comprehensive Drug Abuse
Prevention and Contral Act of 1970, 21 U.S.C.
801 et seq., as implerented by 21 CFR Part 308

). | J

l
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|

| This STANDARD s not met as evidenced by:
Based on observation, staff interview, and record
verification, the fac lity failed to maintain records
of the disposition o* all controlied drugs, for ong of
? the two clients in the sample. (Client #2)

The finding includes:

f On January 30, 2007, Client #2's physician's

) orders (POs) were reviewed in order to verify
 Observations made during the morning

medication pass. At approximately 9:15 AM, a
hand written order, dated 1071 1/06, was obszerved
that read as follows: "Chiorat Hydrate 500 mg
Take one table <sic > by mouth in evening ag

| needed.” The order did not indicate a purpose or
use for the medication. When agked to locate it,
the Trained Medicaf on Employee (TME)

searched through th= medication (file} cabinet

and a locked nurse's closet but could not locate

; the Chloral Hydrate «a Schedule 11| Drug).

! Review of Ciient #2' January 2007 Medication

,s Administration Reco 'ds (MARSs) and typed POs (
Pharmacy) failed to show evidence that Chloral
Hydrate was a current medication. The client's (
December 2006 PO: (typed by the pharmacy) ’

i
|
!
)

|

reflected the Chloral Hydrate order. There was
nQ order, however, $ nce then to discontinue the
Medication.

i
i
1
!
|
1

At approximately 9:35 AM, a plastic bag filled with
' prescription medieatinn containers (some empty,
others still held medications in them) was :
observed in the file cabinet. The House Manager/
| TME explained that the LPN Charge Nurse
routinely packed Client #2's medications in the
bag before his weekend visits with his parents.
' The House Manager/TME would then give the ’

|

|

|

|
| | |

| |
|
| |
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bag of medications to the parents when they /
came to the facility for their son, Inspection of the

contents of the plastic bag revealed a bottle of

liquid Chioral Hydrite. The label read as follows:;

"10/11/06 500 mg/e ml, Take 5 mi by mouth at ,
bedtime PRN for sl2ep.” Upon visua inspection, ! _
the recently-assignid QMRP agreed that f f : #

approximately 45% of the bottle had been
dispensed. The QNMRP and House Manager/

TME were unsure at that time whether the ,
y parents were documenting the administration of

the Chlaral Hydrata.

Interviews later with the LPN Charge Nurse and
the immediate-past QMRP confirmed that the
parents were not documenting the medications } /

they administered during the weekend visits. On _
February 1, 2007, al approximately 5:30 PM, the (

T RN Nursing Director examined the Chloral
N Hydrate bottle and datermined that approximately
[ 55 cc's had been ad ministered, with another 110
! | CC'S remaining in the bottle. ‘

The survey revealed that facility staff did not know ’
when, how often, or in what amount the Chioral ,
Hydrate was being aministered. There was no
| evidence that the facility had a system to monitor /
the disposition of the Controlled Schedule || .
Drug, Chloral Hydrate, ’ f

It should be noted that the original telephone
order for Chloral Hyd"ate; dated 10/11/06, was for ‘ ‘

"30 table.,” Cn February 1, 2007, the RN Nursing |

Director confirmed that there were no POs,
nursing progress notes or any other
documentation in the record to indicate why the
Chleral Hydrate was sent as liquid rather than
tablet form. At 6:05 FM, she stated that she had
i asked the LPN Charge Nurse if he could recall

!

1 |
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300 I 483.460(m)(2)() DRUG LABELING

) The facility must remove from use outdated drugs

f This STANDARD is not met as evidenced by: ‘
Based on observation and interview, the facility
failed to remove fromn use, out dated medication,

The findings include:;

While verifying the medication pass observations
made an January 3C, 2007, the House Manager/
 Trained Medication |Zmployee (TM E) was asked

to locate the following 2 medications that were
 listed on Client #1's January 2007 physician's
ordets:

1. Combivent Inhaler (order: 16/GM Inhale 2
puffs 4 times daily PIRN for asthma"). At
approximately 8:35 £ M, the House Manager/TME
searched through the: medication (file) cabinet
and could not locate the inhaler. At 8:41 AM, he
found itin a locked nurse's closet nearby, The
label indicated that tF e medication (cartridge) had
expired November 2:)06,

2. The TME also found Fluticasone 0.05% nasal
spray (Flonase), The label indicated the
medication had also expired in November 2006,

The TME examined t1e fabels and confirmed that
the medications had expired. At 8:47 AM, the

medication

All outdated medications were |
| discarded by the nurse by
following the medication policy .
and protocel for discardin

!

=N s POR MEDICAR
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W 386 | Continued From pzge 40 W 386 /
why the change from tablet to liquid, and he
reportedly said he had faxed the order to the
pharmacy and "tha:'s what they sent us." A post-
survey query on the: internet revealed that Chloral
s Hydrate comes in capsules as well as liquid form, ’
W 390

i
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House Manager/TME stated that the facility's /
Charge Nurse routinely checked medications i , |
# the medicine cabinat and the closet. He then / '

pointing to the nurs2's closet. '

added "We don't use anything over there" while /

It should be noted t1at the pharmacist - '
documented having inspected the facitity's
medication supplies on 12/27/06. , '

It should be further 1oted that this is a rapeat
/ deficiency, See Ferleral Deficiency Report dated

1 2/25/05.

- u

1 |
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A licansure survey vias conducted from January

30, 2007 through February 3, 2007. A random

i sample of two residents was selected from a
resident population >f four men with various

degrees of disabilitins.

The findings of this survey were hased on
observations at the aroup home and one day
program, interviews with residents, day program
and residential staff and the review of ¢linical and
administrative recoris, including incident reports.

w1044 3502.3 MEAL SERVICE / DINING AREAS | 044
All food and drink shall be clean, wholesome, free All staff will be trained by the
from spoilage, and properly prepared. : nutritionist an how to properly L
’ _ | prepare pureed foods. This
T This Statute is not iet as evidenced by: ' : training will be quarterly/as
Facility staff faiied tu consistently prepare needed to ensure all staff has

Reszident #2's foods in accordance with his

prescribed dietary texture (pureed), as follows: an adequate understanding of

pureed meals. The training
1. The breakfast m2al was observed on January will also include the dysphagia
30, 2007, beginning at approximately 7:30 AM, and what it means in regards

Resident #2's hash orowns were prepared to a . o
ground texture. He was also served lumpy to individuals who suffer from

scrambled eggs, standard cream of wheat cereal | aspiration.

- and a can of Ensure Plus nutritional supplement, RIS
At 7:33 AM, the resident coughed while eating the
hash browns, which prompted staff to instruct him
to slow down,

2. The dinner meal was observed later on
January 30, 2007, beginning at approximately 5;

[ 55 PM. Resident#2! had a plate with lasagna (cut
L _ | into bite-sized pieces), a2 whole slice of garlic

o toast, chopped spinach and a side serving of

HaE pineapple tidbits,

Health Requlas

on Administration

:

>
w
o
1m. H
>

pet

(=)

t

RESENTATNE-;,. .A ’/7'}' w/gﬁq/TTLE _ %%

. TATE‘FCMM . ) PoGaEt1 It continualidn sheet 1 of 21

o

P -




Heaith Requlation Administ-atian

PRINTED; 03/06/2007

-

a7 STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/GLIA
‘| AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09168

FORM APPROVED
X E R 10N (X3) DATE SURVEY
(X2} MULTIPLE CONSTRUCT, COMPLETE
A BUILDING
B. WING

02/03/2007

EY
"I NAME OF PROVIDER OR SUPPLIER

1" ST JOHN

STREET ADDRESS, CITY, STATE, ZIF CObE

3012 MILITARY RD, NW
WASHINGTON, DC 20015

o |
11" PREFIX,
ﬁ ~TAG

SUMMARY STATEMENT OF DEFICIENCIES r
(EACH DEFICIENC Y MUST BE FRECEDED BY FULL
REGULATORY OR L.5C IDENTIFYING INFORMATION) |

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD 8E CROSS-
REFERENCED TO THE APPROPRIATE DEFICIENCY)

X5
COMPLETE
DATE

PREFIX

1o ’
TAG

Co 044' Continued From pzge 1 I

} 3. On January 31, 2007, at 12:19 PM, Resident #
2 was served a lun:h that had been pureed,

On January 31, 20017, at 12:50 PM, the House

i Manager and the LI°N Charge Nurse were
interviewed in the basement, They both stated
that the resident ha.f been prescribed a pureed
diet for several maths, Review of the clients
chart confirmed tha: the resident's foods were to
be served pureed, zs per physician's orders (5/26
108).

! 074’ 3503.3(c) BEDROOMS AND BATHROOMS
" | Each bedroom shall be equipped with at least the
following iterns for each resident:

-
¥
v
1
g
i
i
!
1
i
1

(¢} Drawer space: and...

This Statute is not met as evidenced by;

The GHMRP failed 1 ensure that Resident #2
had his own drawer space for storing
underclothes, as follws:

On February 3, 2007 at approximately 5:20 P,
inspection of the bed-oom shared by Residents #
1 and #2 revealed that Resident #2's supply of
underwear and sock: weare being stored in a
plastic bag in the eloset. The House Manager
indicated-that this was routine, standard practice,
explaining that there ‘was insufficient space to
accommodate another dresser in the bedroom,
The one dresser that was in the room was being
used solely by Resident #1.

L m# 3503.5 BEDROOMS AND BATHROOMS l

Each bedroom shall contain sufficient storage

1074 r

044’ |

|
|

|

| |

|

.1 |

St. John's has ensured that '

——i = el 11 G -

dresser was provided for #2 to |
| place his clothing items. '

i o s e

- |

077 !
A storage bin was purchased ‘
' fo store out of season clothing. .
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space for each res dent ' s seasonal, personal
) clothing and personal effects.

This Statute is not met as avidenced by:
Resident #2's bedroom did not provide sufficient

storage space to accommodate his personal
clothing.
See 1077

| 090 3504.1 HOUSEKEEPING

] The interior and ext:zrior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,

.I and sanitary manne* and be free of
accumulations of dirt, rubbish, and objectionable

odors.

i This Statute is not riet as evidenced by:
Exterior:
On January 30, 2007, at approximately 6:10 AM,
twe sections of concete on the front walkway
were broken and in rlisrepair. One broken
section (hole), meas Jring approximately 5 inches
by 9 inches, had a cnunk of original concrete
loosely sitting in the hale, This was situated in
the center of the walliway and presented a

[ potential trip hazard, Next to the front walkway

’ Was a rusted can of paint, The rusted can and

broken concrete remained in that condition
throughout the remaider of the survey,

Dining room:

. On January 30, 2007 at approximately 6:30 AM.
a 7-inch tear was observed in the dining room

} carpet, just inside the door leading to the deck
outside. The torn caroet remained in that
condition throughout the remainder of the survey.

|
o7z | ‘

1090

A contractor has been
contacted to make the
necessary repairs needed to
the side walk. The work will

begin on Saturday, March 10,
2007.

3/10/07

The same contractor will clean
and make the necessary
repairs to the carpet.

.

&8AR
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. ' TAG } REGULATORY OR | SC IDENTIFYING INFORMATION) TAL REFERENCED TO THE APPROPRIATE DEFICIENCY) J DATE
v . ’ . i
| 1180, Continved From pege 3 1180 | 1. The Incident Management | ]
© 1180 3508.1 ADMINISTRATIVE SUFPORT 1180 | Coordinator/QA will provide |
training to all staff and nurses |
| Each GHMRP shal provide adequate on incidents and incident i
i administrative supgort to efficiently meet the reportin 1 ]
i needs of the residents as required by their P g. ; !
Habilitation plans.
- 2. A treatment plan meeting
Is Statute is not met as evidenced by: W. el 2/23/07 that
1. The GHMRP failed to provide sufficient . as 2 : f]n Direct ¢ f :
administrative oversight to ensure that intemal included the Director o :
policies on the repa-ting and investigation of Nursing, Director of CLS-DC,
incidents, including allegations of abuse, were house manager, QMRP,
[ mplemented arents and the individual to
P See 1379 p_ L N
¥ Also see Federal Deficiency Report - Citations W ' discuss all medications on his
. 104, W148, W153 znd W154 ; current regimen with the risks
P , and benefits. The parents
b | 2. The GHMRP failsd to establish and implement rovided a i pt of all th
i a system of documenting a thorough review of were provided a lis e
| residents’ treatment plans and options, to include medications being
i clear explanation of potential risks and benefits of administered along with their :
{ proposed medication regimens with the resident's risks and benefits. The parents )
legally authorized healthcare decision-maker. . y ! i
See (500.3 signed off on the Informed j !
Also see Federal Deficiency Report - Citations W Consent for the Use of |
104, W124, W128, W263 and W285 | Medications. |
] [ + 3. There was no system established to document
[o-. | Resident #25 behaviors and the administration of 3. The parents are no langer
P medications during weekend visits with his administering medications
- gafers-‘; 1o | without the MAR forms. The
3 eae . ’ i B
Also see Federal Deficiency Report - Citations W | parents were trained on hOV_V to
4, W111, W128, V/365 and W386 properly document the .
P 4. The survey revealed inadequate supervision m.edlcation administered and
P of the nursing staff : will turn in the Mar's to the ;
H See 1292, 1401, 1474, |484 home after the visi ’
y Also see Federal Deficiency Report - Citations W , sit. j
: | 104, W331, W365 ard W358 j ) _ ;
4. The Director of Nursing

s takes full responsibility in
l ensuring that adequate

supervision of the charge

'nurses is in place.

| .
[ i g it PRI bt
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. PREFIX (EACH DEFICIENC'r MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION $HOULD BE CROSS- | coMPLETE
TAG REGULATORY OR | SC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) } DaTE
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| 186 3508.5(c) ADMINISTRATIVE SUPPORT j186 | 1he Director of DC-CLS will | 4/1/07
ensure that each home has an

Each GHMRP sha! have an organization chart organizational chart to
that shows the following: reference too. The chart will
(¢) The categories ind numbers of supportive include categories and number |
and direct care staf* and... of supportive and direct care

_ . . staff for each home. :

| This Statute is not met as evidencad by S e e e e
On January 30, 2007, review the facility's |
Qrganizational Chart, dated December 2008,
revealed that the bex designated "Group Hame"
staff did not distingt.ish the categories and
numbers of support ve and direct care staff, It
’ was stated that the chart was being further
i revised, however, no additional information was
presented before thiz survay ended.
1187’ 3508.5(d) ADMINISTRATIVE SUPPORT ey : |

Each GHMRP shall nave an organization chart The Director of DC-CLS wil 4/1/07

1,202

that shows the folloving:
(d) The lines of authority.

This Statute is not met as evidenced by:

On January 30, 2007, review the facility's
Organizational Chart, dated December 2006,
revealed that the chart did not reflect lines of
authority of staff within the GHMRP, and within
the nursing department. It was stated that the
chart was being further revised, however, no
additional information was presented before the
survey ended,

ensure that each home has an |
organizational chart that
reflects the authority of staff
within the home and the
“nursing department.

All personnel records were

3509.2 PERSONNEL POLICIES 202 3/1/07
updated to reflect the correct
Each staff person shall have a written job job description for all St
description, which deails each of his or her major ] , : ;
responsibilities and d ties and supervisory control | Or}‘“ S emp qyees.
ation Administration — = T —
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AT A BUILDING -
) B. WING
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1202 ] Continued From pzge 5 , 1202
This Statute is not met as evidenced by:
Review of personnel records on February 3, 2007
revealed no evidence of current job descriptions
for the following:
- the House Managur/Residential Team Leader.
His file included a jcb deseription far a previous
position he held (Resident Support Specialist)
and
- the QMRP/Team l.sader 3.
3509.6 PERSONNEL POLICIES 1206 S i ] 2 .
| All personnel records have
Each employee, prict to employment and e i
a0 - annually thereafter, ;shall provide a physician ' s 'cur_rEnt health certificates that ]
S certification that a health inventory has been , Indicated that they are health .
performed and that the employee ' s health status | and capable of completing ; i
;/Li:gc; allow him or her to perform the required their assigned duties. ! |

This Statute is not met as evidenced by:

Review of personnel records on February 3, 2007
revealed no evidenca of a current health
certification/inventory for the following:

i Most training is completed

- 1 of the 10 direct sL. pport staff (FN), and annually or as needed. There
is a training schedule

| completed by the hormes and

- the recently-hired QMRP/Team Leader3

1223 3510.4 STAFF TRAINING ' | 223 are maintained by the Director
P ‘ ,! of DC-CLS and is posted in
Each training prograr1 agenda and record of staff | the homes.

. |
<t Regulation Administration
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Il ®REFIX | (EACH DEFICIENC' MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS. | GOMBLETE
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ST
0 12237 Continued From page 6 1223 .
N participation shall be maintained in the GHMRP
v and availaple for review by regulatory agencies.
This Statute is not met as evidenced by
On February 3, 2007, review of ataff training
[ records revealed no agendas for recent trainings,
4 including:
i '
11 - Pureed Diets/dysyhagia (6/21/06)
e
f: - Seizures/Infection Control (7/26/06) and
: ' - Aspiration/infection Cantral (12/18/06)
[ 1227 3510.5(d) STAFF TRAINING | 227
- | Each training program shall include, but not be : , . T
: jimited to, the follow ng. - Infegtion control is reviewed On ‘
q ' . : monthly with all staff in the going !
; (c) Infection control “or staff and residents: monthly house meetings. This
|- | This Statute is not ret as evidenced by: 's done by the nurse and
P On February 3, 2007, review of staff training reterated by the QMRP, :
records revealed no evidence that staff had i LU, N
received ongoing training (in 2005, 2006 or thus ,
far in 2007) on the CHMRP's disaster plans,
| 228) 3610.5(e) STAFF THAINING | 228 . A }
' | Each training progra shall include, but not be The residents of the homes | 2/07 |

limited! to, the following: have self direction mestings |

P resident’s rights is on the

This Statute is not miet as gvidenced by: agenda for the meeting. This

| on February 3, 2007, review of staff training

records revealed no 2vidence that staff had IS C!O‘”e to ensure that all ‘
: received ongoing training (in 2005, 2006 or thus individuals are aware of their
W | farin 2007) on resident rights. rights.

L ]

ation Administration
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(X471 10 SUMMARY 212 TEMENT OF DEFICIENCIES iD [ PROVIDER'S PLAN OF CORRECT.ION ‘ (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETE
TAG REGULATORY OR L.3C IDENTIFYING INFDRMATION; TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
[ f
| 1229 3510.5(f) STAFF TRAINING 1 229 _ | 7
Each fraining program shall include, but not be :St?ff members fraining is not ‘ :
limited to, the following: ‘ limited to the needs of the i ;
(f) y individuals in the home but all ;
Specialty areas ralated to the GHMRP and the TR Is t St. John's ;
residents to be served in¢luding, but nat limited individuals that St. - f
to, behavior managiment, sexuality, nutrition, SErve.
recreation, total convmunications, and assistive e
technalogies:
; This Statute is not met as evidenced by:
L On February 3, 2007, review of staff training
A | records revealed no evidence that staff had
received ongoing treining (in 2008, 2006 or thus
far in 2007) on human sexuality, recreation or
communication.
1232 3510.5(1) STAFF TRAINING 1232
] Each training program shall include, but not be
i, limited to, the followi1g:
‘ () Training of the regidents in the maintenance of
oral health and hygiene.
This Statute is not riet as evidenced by:
On February 3, 2007, review of staff training
P records revealed no svidence that staff had
o received ongoing training (in 2005, 2008 or thys
! far in 2007) on assisling and training residents in
; the maintenance of cral health and hygiene.
1261 3512,2 RECORDKEEPING: GENERAL | 261 Alllper.sonnel record§ are ! O”j .
PRQOVISIONS maintained at the main office | going ;
for security purposes. They ! ]
- Each record shall be kept in a centralized file and are made readily available to - ;
made available at all times for inspection and h thorized t : !
review hy parsonne! of authorized regulatory tho_se Who are authorized to
agencies. : review them.

——
:gulation Administration ) .
SRM anmp POGET 1 If continuation sheet 8 of 21




PRINTED: 03/06/2007
FORM AFPROVED

Health Regulation Administration

KTEMENT OF DEFICIENCIES ER/SUPPL (X3) DATE SURVEY
T.PLAN OF CORRECTION wn ,EEﬁ}’:E,CA?.%ZF‘,h E&é%%’? (%2) MULTIPLE CONSTRUCTION COMPLETED
! A. BUILDING
B. WING
09G168 02/03/2007
E\iAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
" 3012 MILITARY RD, NW
ST JOHN ‘ WASHINGTON, DC 20015
(X4) ID ‘ SUMMARY STATEMENT OF DEFICIENCIES D PROVIRER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENG'” MUST BE PRECEDED BY FiLL PRERIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG J REGULATORY QR |, $C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) PATE
[ A ‘
1281 Continued From pzge & I 261
This Statute is not met as evidenced by:
On January 30, 2007, a request was made to
access personnel racords for all staff employed
by the GHMRP. Review of the personnel records
’ on February 3, 2007 revealed no records
availabie for the nuising staff (LPN Charge
Nurse, Registered INurse, Nursing Director). No
l additional information was received since then,
e -
i 71271 3513.1(b) ADMINISTRATIVE RECORDS 1271 '
{ o .
! . o
. Each GHMRP shall maintain for each authorized ‘ »
¥ agency ' s inspection, at any time, the following :
P administrative records: L , ]
: (b) Persannel recorc's for all staff including job All personnei records are | On-
: descriptions either at the GHMRP or in a central maintained at the main office ! going
5 ' office and made available upon request; for security purposes. They -’
o This Statute is not met as evidenced by: are made readily ava!lable to
L On January 30, 2007, a request was made to tho;se who are authorized to
P  access personnel resords for all staff employed review them.

by the GHMRP. Review of the personnel records - Comem e d ]
on February 3, 2007 revealed no records :

available for the nursing staff (LPN Charge
Nurse, Registered N.rse, Nursing Director). No
additional information was received since then.

" 1292] 3514.3 RESIDENT FECORDS 122 |
Each record shall include, but not be limited to, St. John's maintain the 1 On-
the requirements of [).C. Law 2-137, D.C. Code § | residents records electronically | going
6-1972 (1989 Repl. Vo), | and paper-based. There is '
This Statute is not met as evidenced by: | @lso a duplicate copy of the
1. D.C. Law 2137, Section 6-1972 | paper-based record
"Complete records for each customer shall be | maintained at the main office

l maintained and shall be readily available tp L. ' :
| I _ 1

Regulation Administration ‘
S FORM ueEs 2aGs11 It comlinyation sheet 3 of 29
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professional persons and to the staff workers
who are directly involvéd... These records shall
include:

{5) A record of each physical examination which
describes the resulis of the examination”

(16) A record of any seizures, illnesses,
treatments thereof, and immunizations.”
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Health Requiation Administation
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i A. BUILDING
S B. WING
ECI 09G168 02/03/2007
j ‘E OF PROVIDER QR SUPPLIER ' | STREEY ADDRESS, CITY, STATE, 7IP CODE
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: J " WASHINGTON, DC 20015
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| | | l
@ I 292} Continued From psge 9 1282 |
]
!

3. Review of Resident #1's record and interviews
revealed that the GIHMRP failed to obtain the
results of biopsies performed on tissues of 3
polyps removed during a 9/7/06 colonascopy.
Also see Federal Deficiency Report - Citations W
111 and W331.3

b. Review of Residant #2's record revealed a
nursing progress nc:e dated 7/5/08 indicating that
swelling was observad in the resident's sacral
area. The nurse did not describe in detail what
he observed on the sacral area. The primary
care physician examined the resident two days
. later and, without describing what was observed,
v recommended surgery clinic IND, The resident
| went o a surgery clinic 19 days (ater, 7/26/06, at
which time the clinician wrote no drainage noted.
It was not clear, howzaver, whether the client
received treatment 2! the clinic. When .
interviewed on 2/1/07, the nurse said the swollen
area had looked like an abscess. Momneants |ater,
.however, he said it had been a pressure sore.
i Further review of the resident's record failed to
clarify what had beer observed on 7/5/06 and
what, if any, treatmerts were rendered in the
weeks that followed.
Also see Federal Def ciency Report - Citations W
[ 15312 and W154.2

. 2. D.C. Law 2-137, Section 6-1972
i "Complete records fo' each customer shall be

7 Regulation Administration
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SUMMARY $T2 TEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRELTION (X8)
(EACH DEFICIENC™ MUST B PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE CRO$S- | COMPLETE
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L
: 1 292| Continued From page 10 1292

maintained and shzll be readily available to
professional persar s and to the staff workers
who are directly invslved... These records shali
include:

(8) A medication history and statug”

Interviews and reco-d review indicated that
Resident #2 was administered medications
during hame visits vith his parents, approximately
every other weekend, The survey revealed that
the GHMRP did not have a record of the status of
the medications adriinistered during the home
visits,

Also see Federal Deficiency Report - Citations W
128, W365 and W3i6

1379 3519.10 EMERGENCIES 1 379

P In addition to the rerorting requirement in 3519.5. - . |

; each GHMRP shall notify the Department of The Incident Management 3/31/07

Health, Health Facili:ies Division of any other Coordinator/QA will provide
unusual incident or € vent which substantially

interferes with a resident ' s health, welfare, living training to all staff and nurses . !
arrangement, well being or in any other way on incidents and incident , j
places the resident zt risk. Such notification shall reporting as required by DC
be made by telephor e immediately and shall be i ;

followed up by writtery notification within twenty- regu!ation (122 DC Chapter 35 :
four (24) hours or the: next work day. | Section 3519.10). :

i, ... | This Statute is not m et as evidenced by:

‘ ~. | Review of incident reports revealed 9 hospital
“i | emergency room (EF.) visits and 3 other

A significant incidents tyat were not reported to the
o Department of Healtl, as follows:

1. An incident report dated 2/26/06 indicated that
Resident #1 was taken to an emergency room {
ER) after complaining that he did not feel well.
xaith Regulation Admimistration

TATE FORM
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. 1379 Continued From page 11 1379
The hospital diagnesis was pneumonia.
2. Anincident repe 1t dated 8/31/06 indicated that

- Resident #1 was taken to an ER at 4-00 PM after
he “was having elevated breathing,”

3. An incident repoit dated 9/15/06 indicated that
Resident #1 was tal:en from his day program to
an ER via ambulance at 8:30 AM after he"was
having difficulty breathing.”

4. An incident report dated 2/23/06 indicated that
911 was called beczuse Resident #2 was not well
. At approximately 7:00 AM, he did not get out of
bed for breakfast and his medications. The
incident reportedly accurred at 11:45 AM:
however, the report ‘was not clear as to what
:_'!v‘ » constituted the "incicent.” It should be noted that
i | the client's parents thok him to the haspital on 2/
| 21/06 where he was diagnosed with pneumania,
The Charge Nurse, (AMRP and parents were
notified on 2/23/06. There was no evidence that
DQH received notification of either incident.

P 5. An ihcident reporl dated 3/3/06 indicated that ‘
Resident #2 was takn to a hospital after being
weak and unable to lalk or eat independently. He
was again diagnosec with pneumania.

6. An incident report dated 3/9/06 indicated that
911 was called at 8:30 AM after Resident #2
displayed prolonged and intense behavioral
episodes. Staff described him as "agitated,
jumping up and dowr ... running around the house
. taking off his clothizs.” The client reportedly -
sustained a cut to the left foot and was taken to
the ER via ambulancs,

[ 7. An incident report dated 9/6/06 indicated that
‘ 811 was called and Fesident #2 was taken to the

1 Regulation Admimigtration
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] ! 379’ Continued From pajge 12 1378

} ER by ambulance at §:40 AM after he "was losing
- | consciousness.” Tt e hospital determined he was
hypotensive (cause of the low blood pressure not
indicated) and dehyirated. :

8. An incident report dated 9/29/06 indicated that
i 911 was called at 8.20 AM and Resident #2 was
taken to the ER by embuiance after he "last
consciousness.” It I appened after he got up
from the breakfast tuble and began walking. The
hospital again deterrnined that he was
hypotensive (cause 1ot indicated) and dehydrated

9. An incident repori dated 10/18/08 indicated
that staff observed ¢4 Resident #2 "a scrateh and
{ ... |swellingon the left cheek" at 6:00 AM, The

! . incident report furthe- indicated a "cut” an the *

- | face" and "Emergency Inpatient Hospitalization."

10. Resident #2 had two other health-related
incidents, an 7/5/06 &nd 10/20/06.

abuse by staff on 3/2:3/06. The resident later
recanted the allegaticn. ‘

Also see Federal Def ciency Report - Citations W
153 and W154

11. Resident #3 mace an allegation of verbal ‘

. 1381 3520.2(a) PROFESSION SERVICES: GENERAL | [ 291
, PROVISIONS -

Current licensures were | 2/2007
Each GHMRP shall hiave available qualified obtained from the clinicians to

professional staff to ciarry out and maonitor . , .

necessary professioniil interventions, in have on file at the main office.
accordance with the goals and objectives of every R — T
individual habilitation plan, as determined to be '

nacessary by the interdisciplinary team. The
professional services mnay include, but not be
limited to, those services provided by individuals [ l
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traihed, qualified, ar d licensed as required by
i ! District of Columbia jaw in the following
g | disciplines or areas of services;

(a) Medicine,

This Statute is not rnet as evidenced by:

, Review of personne records on February 3, 2007
" revealed that the GHMRP failed {o maintain

S AU evidence of current licenses far the following
JOMELE professional service providars:

~ physical therapist (2xp. 1/31/07)
- psychiatrist (exp. 1.2/31/06)

| - medical director and primary care physician (
exp. 12/31/06)

1401 3520,3 PROFESSION SERVICES: GENERAL | 401
PROVISIONS

Professional services shall include both diagnosis
and evaluation, incly ding identification of e
developmental evels and needs, treatment ' ] . , :

services, and services designed to prevent The Director of Nursing will 3/30/07
deterioration or further loss of function by the ensure that the charge nurse

resident. have all prescribed PRN

This Statute is not i et as evidenced by: me_d llcatlon'on site for the
The GHMRP failed to provide nursing and dental individuals in the home.
services to prevent ¢ 2terioration or further loss of mem o
residents’ function, as follows:

1. Resident #4 did nat recéive Fluticasone Nasal
Spray (Flonase) on January 30, 2007 in
accordance with his physician's orders. Nursing
staff failed to maintaii a supply on hand in the
facility.

Also see Federal Deficiency Repart - Citation W
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2. Nursing staff failed to keep PRN ("as needed")
medications available in the facility for residents’
neads. For example, the trained medication
employee was unable to locate the following
rnedications on Jant ary 30, 2007:

a. Resident #1's Laratadine D-24

b. Resident#2's Tyl zno! 325 mg

¢. Resident #4's Antisol suppositories, and

d. Resident#1's Combivent Inhaler 15/GM (for
asthma).

Also see Federal De’iciency Report - Citation W
331

3. Review of Resident #1's record revealed that
on 11/23/05, a dentist found cavities in three of

i his teeth (#13, #20 a1d #32); the dentist
recommended extrarting all three. The resident '
waited 10 months (2127/08) before one tooth (#20
) was extracted. Fotrteen (14) months passed
since the 11/23/05 discovery of carries and the
other two teeth (#13 and #32) had not received
treatment. Intarview: with nursing-staff and
further record review failed to show evidence that
the nursing staff had detected the unmet need,
prior to the survey.

4, Interviews and rec.ord review revealed that
nursing staff failed to obtain the resuits of
diagnostic tests - biopsies of polyps removed
from Resident #1's colon on 9/7/06.

Also see Federal Deliciency Report - Citation W
111
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1422 3521.3 HABILITATION AND TRAINING : | 422

Each GHMRP shall arovide habilitation, training L I e _ .
and assistance to residents in accordance with | A ; rai 2 7
the resident ' s Indiv dual Habilitation Plan. -‘ I Sft{:lff YVIII be trained by the i 4/1/0

, - { nutritionist on how to properly :

This Statute is not met as evidenced by: ' | prepare pureed foods. This Z .
1. On January 30, 2007, Resident #2 was served training will be quarterly/as :
hash browns that were of a ground texture and | needed to ensure all staff has

lumpy serambled eg3s. At dinner that evening, .

he was given lasagna cut into bite-sized pieces, a an adequate understanding of
whole slice of garlic ioast and pineapple pieces. pureed meals, The training ;
It was later determin 2d that the resident had been _ | will also include the dysphagia
prescribed a pureed diet since 5/26/06, Facility : : .

staff failed to consistantly prepare Resident #2's : and what it means in regards

foods in accordance with his physician's orders to i’?diVidUEIS who suffer from
and IHP. . | aspiration.
See |044 Al L e e s . e

2. On January 30, 20007, Resident #4 did not
receive Fluticasone MNasal Spray (Flonase) in
accordance with his physician's orders and IHP,

Review of the resident's medication | 1. The parents are no longer | 2/23/07 5'
administration record for January 2007 showed | administering medications ]
blank spaces for the Flonase spray, with no 1o '
evidence that the res dent received the treatment | without the MAR, forms. The ;
for allergies all montt . parents were trained on how to
; - Also see Federal Deficiency Report - Citations W .1 properly document the
368 and W369 | medication administered and
will turn in the Mar's to the
- S | 474 ] L
' 3522.5 MEDICATION | home after the visit. A
Each GHMRP shall maintain an individual | treatment plan meeting was
medication administration record for each | held on 2/23/07 that included
resident, | the Director of Nursing,
| This Statute is not mzt as evidenced by: | Director of CLS-DC, house
1. On a bi-weekly basis, the facility was releasing I manager, QMRP, parents and

Resident #2 to his parents for home vigits. The | the individual to discuss all
weaekend visits were reflected as blank spaces on oo . o

sakh Regulation Adminlstration
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his monthly Medicat an Administration Records (
MARSs), Staff thought that hig parenis
administered medications during the home visits
but were not documenting the date, time or
amounts of any of the medications administered,
fn a January 31, 2007 interview, at approximately

4 7:51 AM, the immed ate~past Qualified Mental

Retardation Professional (QMRP) indicated that
the parents had refused earlier requests to
document medicatio 1s. Further interviews and
record revigw reveah:d no system had been
established whereby the facility could account for
the medications Res dent #2 received,

2. On January 30, 21107, review of Resident #2's
physician's orders (FOs) revealed a hand written
order, dated 10/11/08, that read as follows: "
Chloral Hydrate 500 mg Take one table <sic> by
mouth in evening as needed." When asked to
locate it 20 minutes later, the Trained Medication
Employes (TME) was unable {o locate the Chioral
Hydrate (a Schedule Il Drug). A plastic bag filled
with prescription mecication containers (some-
emply, others still held medications in them) was
abserved in the file cabinet, Inspection of the
contents of the plastit: bag revealed a bottle of
liquid Chloral Hydrate. Upon visual ingpection,
the recently-assigned QMRP agreed that
approximately 45% o the bottle had been
dispensed. Further iriterviews and record review
revealed that facility staff did not know when, how
oftan, or in what amo .nt the Chloral Hydrate was
being administered. There was no evidence that
the facility had a system to monitor the disposition

! of the Controlied Schaduie I Drug, Chloral

Hydrate.

3. The marning medization pass was observed
on January 30, 2007, At 7:41 AM, the House
Manager/Trained Merlication Employee (TME)

medications on his current
regimen with the risks and
benefits. The parents were
provided a list of all the
medications being

administered along with their
risks and benefits. The parents
signed off on the Informed i
Consent for the Use of 2. |
Medications.

2. All controlled drugs are 5
focked under double locks.
The medication is counted
before administration to .-
ensure remaining is concurrent |

| with the record. Only the

nurses and TME's administer |
medication. The chloral
hydrate was never used at the
group home. Chloral hydrate
was discontinued on 2/5/07.

3. The Director of Nursing will
ensure that the charge nurse
have all prescribed PRN
medication on site for the

individuals in the hame.
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| presented a bottle o’ Fiuticasone Nasal Spray 50
meg (Flonase) and :tated that the bottle was
empty. Resident #4 s orders said to administer 2 .
inhalations twice daiy for treatment of allergies.
The House Managel/TME further stated that
Resident #4 had rec:ived the Flonase spray
during the marning ¢nd evening med passes the
day before; however review of the resident's
January 2007 MAR :evealed no documentation
that Flonase had be«n administered at any time
during the manth.
. 1484 3522.11 MEDICATIONS 1 484
. | Each GHMRP shall promptly destroy prescribed All discontinued and outdated ]
| medeston tha s discortinied byt physa medications have beer
- | worn, illegible, or migsing label. discarded by t_he hurse based
| on the governing polices and
This Statute is not ir et as evidenced by: procedures. The nurse will |
Inspection of the me:lication supplies an January | labels are
30, 2007 revealed the: following: , als_o ensure 'that the
legible and list the proper
1. The only canister z vailable of Combivent administration for the
Inhaler, preseribed "&s needed" for Resident #1's medication.
asthma, had an expiration date of November R
2008,

2. A container of Flulicasone 0.05% nasal spray (
Flonase) had a disca d after November 2006
date.-

This is a repeat deficiency. See Federal
Peficiency Report daled 2/25/05,

1500 3523.1 RESIDENT'S RIGHTS | 500

Each GHMRP residence director shall ensure
that the rights of residents are observed and

LLLT] P9GET] if continuation shaet 18 of 21
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rompsge 18 1. All staff will be trained by | 3/30/07
- protected in accordznce with D.C. Law 2-137, this I the nutritionist on how to '
chapter, and other aoplicable District and federal

laws. | properly prepare pureed foods. ‘
' This training will be j |
quarterly/as needed to ensure ;

This Statute is not met as evidenced by: .

1. The GHMRP failed to ensure the right of '

Resident #2 to receive meals in accordance with | all staff has an adequate

his specially-prescrited diet. understanding of pureed

PEC' hLzaw %1 37, f:stec:ii';:m .B':‘ ??S(f) " meals, The training will also

'Each customer has the right to a nourishing... Sl ‘ :

diet, and where orde-ad by a physician and/or '”C'”C!e- the dysjphagla and
what it means in regards to

! nutritionist, to a special diet,”

individuals who suffer from
On January 30, 2007, Resident #2 was served aspiration.
hash browns that we"e of a ground texture and ‘
lumpy scrambled egys. At dinner that evening,
he was given lasagna cut into bite-sized pieces, a
' whole slice of garlic t>ast and pineapple pieces.
It was later determined that the resident had been
prescribed a pureed diet since 5/26/06. Facility
staff failed to consistently prepare Resident #2's
foods in accordance with his physician's orders

s | and [MP,
U I Sea 1044 ‘ : '
i acted to get | 3/25/07
2. The GHMRP failed to ensure that Resident #1 2. D?S V;"f“ be Cot:;r dentistg ; ‘
received dental services timely. a referral for ano
D.C. Law 2-137, Seclion 6-1965(g) that is able to render the care
“Each customer shall have a right to prompt and needed by the individuals.
adequate medical attzntion for any physical
ailments..." *

Review of Resident #1's record revealed that on
11/23/05, a dentist fc ind cavities in three of his
teeth (#13, #20 and #32). On that date, the
dentist recommender! extracting all three teeth. '
| The resident waited 10 months before one tooth (
#20) was extracted, cn 9/27/06. As of 2/3/07, the
other two teeth (#13 2nd #32) had not received

“aulation Adminiatratian .
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1500 Continued From page 19 | 1500 ’
treatment and there ‘was no evidence that nursing I ,
staff had monitored the resident's dental needs. 3. At the treatment plan 5
‘ meeting on 2/23/07 the | 2/23007 |
3. The GHMRP failed to document that Resident parents of #2 was provided the ’
#1's legally-authorized surrogate health care e : :
decision-makers (his parents) received a full limited guardianship ; ;
explanation of the potential risks and benefits paperwork, The parents ! |
associated with the rzsident's medication provided the signed notarized | :
regimen, to include s=2curing written consent from guardianship paperwork on :
the parents. -
D.C. Law 2-137, Sec-ion 6-1965(h) 3/6/07 for #2. 1t ha!s been 3/6/07
"All customers have a right to be free from placed in the medical and ISP | ;
unnecessary or excessive medication..." book. The parents were : !
. - ided a list of all the
Resident #2's parents; administered medications P rov! ti l;t .f allt
during home visits. They were not documenting medications being _
the date, time or amounts of any of the administered along with their |
medications administzred, Chloral Hydrate was risks and benefits. The parents
prescribed in Qctober 2008, at his parent's : ' |
request, as a sleep aid for use during the home signed off on the Informed i f
visits. The facility hatt no documented evidence Consent for the Use of : }
that his parents, who served as his designated | Medications. ; _
surrpgate healthcare jecision-makers, had ! : f |
received a full review of the risks associated with ' :
the medications and t-eatment plan, and potential | 4. Al 'the treatment team :
for drug interactions, The facility failed to meeting on 2/23/07. It was | 3/6/07 .
document an interdisciplinary team discussion of | explained to the parents that it |
weighing the benefits versus risks of the | is St. John's responsibie for - ' :
treatment plan. There was potential for nagative _ ", that #2° .
drug interactions betw.een the Chioral Hydrate, | ensuring that #2's monies Is ;
Clazaril and Cegentin and other medications he | protected and safeguarded. ! !
was taking. The faciliy failed to adequately i And as his residential provider |
monitor Rasident #2 for signs/symptoms of , we have to account for all his
adverse side effects. : i .
Also see Federal Deficiency Report - Citations W | monies. The famlly was asked
124, W263 and W285 | to provide receipts of how the
: | money was spent to place in
It should be noted thaf Resident #2 was taken by I fin);nc'al rp g 1E’he
ambulance to the emergency room twice in | s : ,ecor : )
September 2006 and again on January 29, 2007, | parents provided the receipts

i Julation Administration
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The facility failed to ¢ etermine whether the )
Chloral Hydrate PRN might place the resident at
risk, including acute ;ow blood pressure events
and/or cardiac failure.

it should be further nated that this is a repeat
deficiency. See Fedural Deficiency Report dated
2/25/05 - Citations Vw124 and W263

4. The GHMRP failed to show evidence that
Resident #2's personal funds were spent in
accordance with the plan set forth by the
interdisciplinary team. Resident#2 received a
large payment during 2005 as part of a class
action settiement, The interdisciplinary team,
under the direction ol the D.C. Superior Gourt,
developed a list of items that would benefit the
regident. Accoroing 1o a letter dated 12/1/05 that
was sent from the GHMRP's Residentjal Director
to Resident #2's parents, the parents were to -
spend $2,049.63 (chack #133) on their son's
behalf, and "in accorcance with the itemized
listing supplied at the Court hearing.” Interview
with the QMRP revealed that the parents had not
furnished receipts to verify how their son's funds
were spent. Further interview revealed
uncertainty as to whe her or not they purchased a
piano, that was not on the list originally prepared.
There was no evident:e that the GHMRP or its
administrators had pLrsued the matter in the year
that followed issuance of the check to his parents

it should be noted that although Resident #2's

parents were recognii:ed as his designated health
care decision-makers, there was no evidence that ;
they were appoainted Ly a court to serve as his i'
conservator or legal guardian,

ation Administration
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